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PREFACE 

TThe Joint Committee on Health Problems in EducatTon of the National 
Education Association and the American Medical Association is pleased 
to present this sixth edition of a pioneering venjnre in health education 
thatwas first mitiated in 1924. 

This ediiion repfesents a distinct 'departure from the previous five 
publications. A single author rather than an editor and many con- 
tributors was contracted to Write the manuscript. As in previous 
editions, the Joint Committee through a sub-committee suggested the 
format and was actively? involved m its development and completion. 
This book represents the creativitjr and humaneness of the writer as 
he sought to capture and interpret the concerns of the Committee. 
It has befen a'hi^y coordmated effort and venture that hopefully will 
be reco^iized and accepted as professioj^ progress for Jomt Com- 
mittee ^ublic9,tions> 

The sixth edition emphasizes' the behavioral and valumg aspects 
of health in education and the community. It is a philosophical-based 
rather than a how-to-do-it type of publication. It presents current health 
problems and isjsues throu^ its illustrations; it considers the yarious 
curriculum aspects of health instruction without , explormg all the nitty- 
gritty details.* It is a resource book for^achers, prospective teachers, 
physicians, school nurses,"publid health education personnel and others 
in the allied and school health fields; it focuses on future decisions rather 
than discussing the^traditional ^d status quo situations. 

Health Education is a companion volume to School Health Services 
, and Healthful School Environment, first published in 1953 and 1957 
respectively. These volumes offer a comprehensive view of the total • 
school health program — education, service and environment--and will 
assist in answering many of today's health problems m education. This 
sixth edition of Health Education is offered in the confident beHef that 
it suggests a refreshing, humanistic direction for education— the thkd 
part of the triad of the total health program in both schools and com-?, 
munities. 

The Joint Committee and its parent organizations, thb National * 
Education Association and the. American Medical Association, wish to 
express smcere appreciation to Dr. Robert Russell for his wisdom and 
perception as reflected <m these pages as well as his tremendous skill and 
personal mvolvement that give publication'^its unique flavor and 
quality. ^ / 

\ Charles H. McMuUen, M.D. 

Chakman 19'?2-1973 
Nancy Willis 

Chauman 1973-1974 
Marcia F. Curry, M.D* 
O Chairman 1974-1975 



Quoted passages in this book may use the pronoun *'he** to denote an 
abstract individual, e.g., "the student'* We have not attempted to alter 
this usage, although we ^currently use "she/he** in such instances. 
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HEALTH EDUCATION. Health Education? Health Education! the 
term represents both a discipline or field of study and a profession jar 
field of work. The profession is one that centers on iiuproving com- 
mimications about healtli matters and. motivating people to life-styles 
^ thai result in better total functioning. 

Because health education is a discipline, books are written about it. 
This is one of those books. It is offered as a resource book for educators, 
a text for health teacher eflucation and for preparation of'community? 
health educators, health service personnel such as nurses and physicians, 
school personnel and others with concern for chUdren of school age, it 
is not written for yoxmgsters,Aigh school and younger. Remembet this 
when you are tempted to ask, "Couldn't he have used fewer examples 
from sensitive and controversial areas?" 

A FURTHER EXPLANATION: This is not what most readers 
' would call a traditional textboofe. The Joint Committee on Health Prob- 
lems in Educatiok>. . . perused and evaluated at least ten current books 
describing this discipline and profession and found many of these 
adequate to excellent. Most were written in gqdd, solid t^tbook style. 
So the Committee's charge was that this not be a cookbook, not another 
how-to iyooUf because another one would appear to be redundant. In- 
stead, it i&4 philosophical treatise . . dealing more Wth what and why 
th&i wiftf when, where, and how." It is a text with a future orientation . . . 
not sa&uch in the foimi of predictions about whatf s coming as it is 
extetjjsion of ideas, programs, and present phenomena into the future, 
including exploration of alternative actions and reactions. The valuing 
process emerges again and again throughout the pages . . , for How 
and what we value strongly influence what we are and do . . . and what 
we shall be and do. 
4 As American culture shifts and changes, health education must 
req)ond through discovering arid developing and using approaches that 
achieve maximum communication . . . and learning. Many Americans 
have" some values and attitudes m common, but there are many more 

* differences among U.S. folk than health education has assumed in the 
past. Effectiveness may increase with the realization and serious con- 

• fiiHgreifion of individual and group differences. 

ERIC " . ^' 



10 Health Education 

IS SUCH A BOOK NEEDED? Some of you who are well-established 
in the field and accustomed to traditional texts may honestly ask, "Is 
this book really necessary?" The honest basis for a positive defense is 
that perhaps tfie field needs to explore some new ways of thinking about 
health education, its needs and opportunities. At present there is no 
book that exainines the geld in light of this philosophy.' The call is for 
some unexpected words, some unusual phrases, sonie unlikely sentences, 
and some provpcative cases and examples. Hopefully, these will help 
o^en minds and serve up ideas for open minds. 

NON-TRADITIONAL RESOURCE BOOK. Typically a resource book 
has an index. This resource book has none. In general, each chapter 
develops ideas in a context, making rather inappropriate the looking up 
of such specific terms as concept, contraceptive, or controlling variat|les. 

HEALTH EDUCATION-HUMAN STORIES. The examples appearing 
in the following chapter present the notion tKat health education in 
schools is a part of health education that begins in early childhood and 
continues throughout life. The schoofhgalth educator often, has certain 
unique health education opportunities, but there is less and less reason 
tp see this form of health education as being greatly different from other 
forms. The examples are meant to eanphasize that the health ^ucation 
story is essentially a human story. Health mak^s a poor abstract concept, 
because it really is about Jim and Carolyn and Arturo and old Mrs. 
Jefferson and how Uiey function. Health education is also about Mr, , 
Adams and his class of sixth graders, what Rosemary Jell^ Marcia, and 
about the debate teams headed by Joseph and Alice. In these pages, 
the norm is that principles shall not just be stated; instead, principles 
shall derive from understandable human hphavior with which yoq^may 
be able to identify. Then'tfee principles lead on to further illustrations 
of how real people might functipn or even cope adequately or better.- 

SPIRITUAL DIMENSIONS. In addition to the expected dimensions of 
well-being that encompass health-4physical, mental, emotional, social — 
the approach in this book includes the spiritual.* This book makes, no 
case for any particular spiritual dimension, put merely acknowledges 
that many human brings, educators and educatees, believe' in such a 
dimension. There is* no assertion that "s^ritual" and "religious" are 
synonymous. 

ACCURACY AND COMkUNlCATION. Undoubtedly some people \ 
whose education is in one of the health disciplines will study or browse 
through these pages. Likewise, some readers will be educators with less 
medical-scientific background. Health practitioners l^am specialized 
vocabularies to insure .accuracy in commjinication with one another; 
so do educators. Yet such vocabularies also create an-in-group; those 
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within communicate, while those not in do not understand. Health 
education . . aiid this book . . . must, at certain times, give up semantic, 
accuracy to enhance broader communication.'* At other times, it mes to 
enlarge learners' vocabularies and working concepts. 

If you at L^ast glanced , at the>table of contents? you spotted some 
chapters that se^m quite traditional afid expected. Therie is "The Nature 
of the Learners, ' "Curriculum Developniient,'* and a-familiar one, "Ma- 
terials alnd I^esc urces."^ Although ofie is entitled -"So What Have We 
Accomplished?" it is on thd old familiar topic of evaluation. So there 
is a core of tradition^ strength and continuity. But there are some 
reasonably unusiial headings also, like "Risk-Taking," "Getting High," 

Ecological Perspective," ^d "Some Mar^h to Different Drums." 

STYLE. Even where content is ortho(iox, the style may depart from 
^e textbook modej. For example, you should pick up rather quickly a 
departure from tie usiial practice of always using "^e" as the pronoun 
for either male or female. It can be argued that this sim^l^^es the redd- 
ing, but We're increasingly conscious of what else it can connote. 
She/he, him/her have been interspersed not to confuse the reader but 
to point out that those who learn include both female? and males. 

f. \ 

THE^ WRITER ]S AJV I. From time to tune you will encounter such 
unexpected phras js. as "I had an jexperience. . . . ," "as I analy^ this. . . . ," 
me. . . ." — all anathema* to a professional textbook, 
of this book were the product of committees. Al- 



it seems to 
Previous editions 



though this editicn was planned by and received consultation from the 




Joint Committee, it is essentially a single-author effort. But even so, 
the expected styb would be to keep it entirely impersonal., Most of 
' what is written here is not just my opinion; but, in. honesty, when "some- 
thing is, I am mc lined to identify it as Such. K "I am I" and "you are 
you" in the book, it has the potential for bemg mo«e like a conversation 
than a formal lect Jre. 

Health education is an exciting field, full- of potential for both, 
personal satisfaction and service to others. The latter part of that 
statement \\ reasonably verifiable; the rest is ra&er subjective. .But I 
feel It, and I hops I can communicate it . . . along with the objective 
facts^and ideas. This book may irritate you . ^ . or, happily, the feeling 
may be more^ likj stimulate, or excite. Whatever it is, hopefully you 
will remember soc le of it . » ^ even quotfe it ^ 

A FOREWORD? 

"This is like a preface 
Oj^e?" Because die 
regularly read fon^words, 
chapters that folio w< 



Perceptive, veteran text readers probably are saying, 
or a foreword. How come it was put as Chapter 
JointiQjmmittee, many of whom admit they 'do not 
' ;, felt it was an essential orientation ^o the fifteen ' 
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ymATISBEAKJMfANlMj^ Health is. . .feelin' good you get 
iq> tQ the moming . . . it's feelin' good even when you iniss two spelling 
words . . . it*s enjoying the £reedom of recess but not really minding going 
back to try to leant something more ... it's climbing^'a ^ee to look at 
a])ird^s nest . , . it^s feedhig your cat, even when nobody reminds you .\ . 
if s being able to play iiard, with both kids you like and dbn^t \ . . it's 
feeling good abopf goin' tQ bed, ^cause therell be more,gocKl and fun 
thin^ to do tomorrow. ' . 

Ifs being satisfied with the body you have and yet" wanting to 
maintain and even improve its condition and appearance . . . it's being 
satisfied with where your head's at and yet willing to experience and 
leam new things and even change your ideas^. . . it'di>eing satisfied with 
what sex: you are and yet being real interested in what the oppbsite 
is like ) . : it's knovdng you^are an individual but getting real sStislaction 
out of relating to others and ndt necessanly being No. 1. " > 

It's getting satisfaction from your work without havmg your whole 
.identity being what you do . . . it'sjgetting married because you want to 
aa^^an ready to and then keeping ja balagce'betweea the real joys of 
marriage and the teal paiis of Uving closely with a person who isn't like 
yotit, in certain ways. . .it's taking bare of a body that's been functi^ ' 
quite a few y^ars, balancing off what you can do withVhat you no 
longer can. 

And when you get older, it's living with a certain amount of ^ain 
and discomfort without beuig a self-centered martyr and yet without 
letting i^interfere too^mucli^with the enjoyable things you still can do * . . ^ 
it's living with the fact that what youll hear from many of your friends * 
is about their infirmitits . . . it's^ making new friends when it would be 
easier just to remain lonely . * . it's accepting the fact f|[at you have to be 
dependent on others in some ways but still doing as much as you can 
for yourself . . . it's realizing that your dependence is a means by^ wliich' 
younger persons can get the satisfaction of being helpful to someone 
ianeed ^ ' t 

Come on, now, why begm with these when^ there are probably 
more than a dozen good, sofi(^ respectable definitions of health? Be- 
cause a definition means most to the person or persons who devised it^ 
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sonvpthing a bit less to. people who have had fairly comparable expe- 
riences* and very little to folks without ^he experiences condeksed into 
and interpreted by the definition. A definition is^a deduction f^pm data, 
a descriptive principle derived from e^xperiences, actual and vicarictes, 
practical and academic. The World I^ealth Organization (dr, more 
accurately, those persons who represented it in 1947) defines health as 

A state of complete physical>-^ental, and social ^well-being, and ' 
^ot merely the absence of disease or infirmity. 

Vast numbers of health f)rofessionals haVe (willingly or unwilling^y> 
attempted to memorize* these nineteen words over the l^t 4weiij^-five 
years, but one wonders whether it continues to be the way they ^efi|ie 
health as they live and work beyond the academic classroom. ^Would 
this definition, have helped tKe four: peopje .who described health'^in 
more living terms ^at the beginningvbf this discussion? , 

As a matter of- fact, without some prompting from^'this x:oncept, 
the description more likely have dwelt on physical conditions . . . 
perhaps even on absences, such as "I have no cavities," "My^ose isn't 
stuiBFy anymore," "I lost the ten pounds I gained ovet the holidays,-' 
"My feet don't itch" . . . and so on. The most common* reference for 
which the word health is a cue is the\ physical body^ jn flie last few 
decade^ the mental dimension ha^ become a morfe Obvious portion of 
health for mt)re people. The social, Tiow'feyer, is a dimension of well- 
being^ that most folks iyould have to be coaxed to include as health.^ 

TIOWJMANY DIMENSIONS TO THE WHOLE PERSO^^ The World 
Health Orgariizatign defiliitipn deserves the credit for giving som^ tan- 
gibility to thB holistic concept of health-^^physical,' mental and social 
well-being. While three is a handy number, the criticism can be leveled 
^at this concept is too simplistic. Mental, for examine, mu§t include 
both the intellectual (what one knows^and the emotional (how one feels). 
Most health professionals would ^gree that .this is a lumping of poten- 
tially dissonant aspects of the^ human being^in health education. For 
years, we have separated knowledge and attitudes and said things like, 
"She knows tfiat she shouldn't smoke, but she doesn't fe^l like quitting" 
or "He knows the potential value of the buckledrup seatbelt, but. his 
attitude is *lt won't happen to, me/" Thus, mental well-being may be too 
broad a concept. 

Since publicly supported education is not supposed to support any . 
established religion or interfere with the free exercise thereof,' and since 
health hdfs been assopiated wi^ the establishment ^medipine iwhere 
the recommended way of viewing life is naturalistic-scientific), i? has 
be^n the general policy of orthodox health education not to acknowledge 
a spiritual dimension to well-being. If the spiritiial portion of well-being 
,has to do the acknowledging and relating tS a power greater Aaa=^lf 
(supematulF^l or not so), recognizing an aspect of self ^'callaa spirit or 
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soul, and doing things that benefit o^rs more than self ^ probably many 
more Americans would cctosideiv^s an unpqrtant dimension of health 
thajQ would not. So<ffe would argue ^ttet 'this is just a part of iiffental 
health or social well-being. Others would counter that it is only tnie if 
social is also really mental ... or if mental is a part of physical. Others 
would say that it is an aflirmatiori of good mental health or good social 
' relationships. Still others would .have to call this the spiritual — ^related 
to, but definitely different from all other. definitions. ^Tlie point here is 
not to decide^for everyone^-whether there is or is not a spiritual 
dimension of Well-being. Rather, it is to ^dmat^that while many people 
deny its existence and nece^ity, many others aflSnn it and some would ' 
certainly rank it as the prime criterion of good health. 

Qberteuffer ^ has suggested aesthetic well-being as another dimen- 
sion possibly 'different enougji from the -ones'abready described to be. 
acknowledged. This would involve thp relative^ capacity to appreciate 
beauty, in its many fohns, as perceived through any ^ense or any com- 
bination of senses. ^ \ ^ ^ \ ' ■ 

A STA*rE OR A FUNCTION? The major point is that whether well- 
being has three dimensions — or four, ^five, or six, or moTG^health is ct 
condition o| the totality of human beings. ^ 

The exact nature df this condition has been'^questiorted bjj some x 
thoughtful health* professionals^ including PoUoGk who ciRjJicized the 
concept ,of health as "a state of, . well-being,"'* arming that it "suffers 
from a certain circularity in that it defines health as as tat e of well-being 
which is to say that healtlj is -a sta1»jftf he^th." ^. But more importanfly, 
she argues tiiat health 'should be seen\ot so much as a state but as the 
quality of functioning of the organism, in all its cgmplexity. As-^ 
academic argunjenX this is ag'good one^ but let's* use tte statements at 
the beginning of the chapiter as' a means of deciding. It's feelin' good 
even when you miss two spelling words. . .\ It's being^atisfied^with the^ 

body you have IVs getting "satisiaction froth your^ork. . . r these 

all refer to some specific or general function, but they also seei^o be ' 
describing a state of being that applies at the ^time of speaking. It's 
climbing a tree. ! . . It's keeping a balance between the joys and pains . . . 
of marriage. . . . It's living with a eertainarribunt of pain. . . . these 
seem clearly to involve more process or^unctioning. Perhaps, then, 
health is both a state of well-being ^assessable at any moment in time 
and a quality of functionjng over some jperiodvpf time. Health can be 
described bo|h as a state and as a funotioning. ^ 

^ . ' . ' 

VOberteuffer, Delbert apd^Beyrer, ^ary K., School Health Education (F'ourth 
Edition). New York: Harper & Row, Publishers, 1^66. pg. 39. 

2 oberteuffer, Delbert, Harrelson, Orvii A., and Pollock, Marion B., School' 
.Health Education (Fifth Edition). New York:. Harper Row, Publishers, 1972. 
pg. 10. 
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ABSOLUTE OR RELATIVE? Ajiother interesting critical point that 
Pollock raises is that^of defining health in terms that are, ^practically 
speaking, unattainable — i.e.rPomplete physical, mental and social well- 
being. Whatsis the point of characterizing health 'as a state that no one 
is likely to achieve? Shouldn't it be thought of as a relative condition; 
requiring a modifier of some sort — ^very poor, lousy, so-so, good, ex- 
.cellent . . . even perfect? The issife i$ not, of coyrse, whether people 
(or societies) display degrees of this characteristic — this should be ob- 
viously so; ra&er it is^^whether ttese degrees are spelled-out or simply 
understood. It is unlikely that th/ folks who devised the W.H.O. defini- 
tion or anyojae who approves of and uses- it would assert that everyone 
who does not have this triad of compIete Vell-beuig is unhealthy. It is 
more likely that they would simply name the ideal and assume that 
approxunatipng of it can be called healthy. For example, a woman may 
say she has a happy marriage, even' though the relationship has its 
moments of distress. She just says it is happy even though it is possible 
that it is not complete happiness. 

The point of all this is that while the criticism by Pollock and 
colleagues Oberteuffer and Harrelson evokes a preference for defining 
health as "the condition of the organism that measures the ^degree to 
which its aggregate powers are able to - function" ^ the meaning, as 
translated by living, functioning bemgs, wduld be basically the same. 
One interpretation needs the relative quality stated; the other assumes 
it without statement. 

HEALTH — ^WEATHER AND CLIMATE/ Another way of viewing 
health as a state and a' function might be compared to the use of the 
term weather. If I should interpret the often-posed query, **How are 
you?" as "How is your health?", how should I generalize from a longer 
time period? At this moment I have a cold, with a stuffy head, running 
nose and incipient cough, a condition oi less than supreme well-being. 
But the quality of my well-being over the years -of these middle 40's is 
excellent. Which is the state of my health^. Which is the quality of my 
fxmctioning? Probably both. We use the wordii 'weather" to describe 
the state and process of temperatinre, precipitatipn, air movement, etc., 
for yesterday, today and tomorrow; we substitute the word "climate" 
for a generalization about the weather of a garticular region over a 
longer time span. Realistically, for our present concern. We have no 
separate distinction; health stands for both. 

SOME WAYS OF BALANCING. Can you stand one more complexity? 
We* might agree that complete physical, mental and social well-being 
translated into functioning would be dding everything just jright. This 

* would jnean things like eating a balanced diet d^y, not smoking, exer- 

* 

8 Ibid, 

1 
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cising daily, consdously making new friends, controlling anger at a time 
when its expression would hurt others ... a theoretically perfect balance 
^of imcoimtable do*s and don'ts. Such a paragon, existing in theory, 
would have to be called healthy. But what about us real people? Some 
of us earn the appellation healthy by bal^cifig somewhat extreme be- 
haviors, while others approach it through more moderate behavior. 
Molly is a housewife, mother, writer, and civic worker who does some 
of each neariy every day, successfully dividing her time, talents and 
duties; Joan has the same combination of roles, but she may write for 
two full days, clean the house once a week, work diligently on a civic 
project tor a fu|l week, etc., and if her family accepts this and appreci^es 
her life-style it can be an equally healthy approach. Molly and Tom 
make it a point ta go out for dinner and an evening of entertainment at 
least once every two weeks; Keith and Joan rarely go out for an evening 
like this, preferring to saye their resources for a week or a two-week 
stay at a resort they both will enjoy. 

Some, folks seek balance through mixing deskables. Then, some 
folks mix desirables and undesirables in .different ways. For example, 
three professional men all; appear to function equally well in their jobs: 
^arlie controls his weight well, but smokes and exercises sporadically, 
while Ray is obese and smokes, but exercises heavily and regularly, and 
Dick controls his weight aiid doesn't smoke, but exercises fis. little as 
- possible. Another for instanced Charlene and Dorothy leave a/party 
about the same time; Charlene drives home after drinking all evening 
with her seat belt securely fastened, whfl[& Dorothy has had no alcohol 
Tmt drives home sitting on her ^seat belt. 

Let's face it: everyone tends to prefer to define real health more in 
terms of the way she/he functions than in ways that would seem to 
make her/him se§m deviant. Naturally moderate pSople usually would 
favor equating health with moderation in all things. Less ihoderate 
people, whose lives involve taking more risks, usually see health as the 
, effective mixing of these risks." Vety immoderate people might sise health 
more in terms of the intensity' of experiencing life, even if some of 
these experiences would be judged detrimental by tijie more moderate. 

Is this a fair analogy for he^tl]i in general? Can we accept a range 
of ways in which people deal with the challenge of functioning as a 
livmg person and consider all of them heiailthy? Or, as someone's be- 
havior displeases us or affects us in some uncomfortable wHy, do we tend 
to constrict our judgment as to what is healthy? Perhaps ifs tune for 
an example with the use of mood modifiers. With the foregoing con- 
clusion as a premise, the analogy would be that a man who never ^uses 
alcoholic beverage or any drug sustances in any form (except for medical 
^ purposes) would tend to feel that his position would be healthiest for 

However, the healthier position would be the one in which he 

ERIC ^,.1 
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realizes the strength of his own life-style but acknowledges that some 
people might have different values and^thus could function well even 
though they were not abstainers. The extreme broad-minded position 
would be accepting the fact that some young people's view of life values 
risk-taking and exp'erunenting in such ways as to make taking of hal- 
lucinogenic drugs appear to be healthy behavior. However, such an. open- 
minded abstaining gentleman ' might well demur jfrom this general 
live-and-let-live position if his wife shouSd be the one to start drinking, 
or when his daughter is the one to try trii^ping with lysergic acid diethyl- 
amide, or when he is niuggeS by a young man trying to maintain his 
equilibrium with heroin. 

A GENERAUZATION. Is there a generalization concerning health 
behavior that is important to educating about health? Very probably. 
It would be something like this: the most free position one could take 
would be accepting any behavior potentially healthy for the individual, 
irrespective of how it might haye affected others previously. The most 
restrained position, would-be one of defining healthy behavior as being 
like one's own and as one feels one should behave. Defections fronl 
broad-mindedness are the result of experiences that make one believe . 
some behaviors are going to be Harmful to oneself or to others whom one 
cares ^bout. An open-minded position may thus pose thp dilemma that 
you care for many people and their well-being, which-can be maintained 
only by taking away their freedom of choice, which you also value highly. 
Well, we could ruminate upon these complexities and variations on a 
theme interminably, but sooner or later we must try to see how health 
is related to health'education. 

HEALTH AND HEALTH EDUCATION 

HEALTH EDUCATION. Everyone's education in health begins 
at a very tender age and continues uptil the last capacity and desire 
to think and remember ebb away. * 

• Health education means gaining new knowledge, .having knowl- 
edge already acquired reinforced, and having ideas, learned prc- 

^ viously preseE^ed in a new or different way so that they are now 
more understaMable and usable. 

• Health education means developing new attitudes, having present • 
attitudes reinforced, and having other present attitudes modified. 

• Health education means trying new behaviors, continuing to' act 
as before with new conviction, and modifying some behaviors. 

When I first learned these three components of health education, 
I learned them as a list of three things, like "See no evil, hear no evil, 
speak no evil" or "Winken, Blinken, and Nod." I learned that these 
are measuired by knowledge tests, attitude scales, and health awareness 
tests (later caller health practice tests — then behavior inventories). More 
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recently, I \yorked on a curriculum project where we were concerned witl\ 
the cognitive domain, the affective domain, and the action domain. 
Thbugh each is a separate component, it has beconie increasingly evident 
to me that in the Totality of health education any individual experiences, 
they clearly interact and should be represented thus: 

ATTITUDES KNOWLEDGE 

BEHA\JI0R 

with the strong implication that each affects the other and that the 
^interrelationships are moving and dynamic. 

As an example, let's follow Ted an^ some of his encounters with 
health education involving cigarette smoking. 

* • "» ' 

Age 3— asks ^r puff on Dad's crgarette , / . is told smoking is not 
for children . . . has two attituHes — smoking looks like fun 
and it isn't for nric to do ^ 

Age 8 — sneaks one^f Dad's cigarettes and smokes it . . . likes the 

feeling of blowing the smoke but not of inhaling . ^ . ^ 
knows that he must STJeak smokes if he is to continue ^ . . ^ « 
doesn't like to dp sneaky things \ 
* Age 14 — learn]^ in health class and from his athletic coach that 
smoking hinders athletic performance . . . feels like smok- 
ing is a "cool" thing to do, but feels he should follow 
training rules while on an athletic team . . - does not 
smoke at all dqring athletic season . . has an occasional ' 
^ cigarette with friends 6ut-of-seasOn 

Age 18 — knows long-range possible effects of smoking ,on the 
body ... is no longer on athletic team and fecli like doing 
what he was prevented from doing — smoking . . . begins 
- to smoke regularly, about a pack a day -^i ^ 

Age 24 — moves*to„a large city . . . knows that breathing city air is 
equiv^ent to smoking what he now averages . . .^does n6t 
feel like doubling bis risk . . . stops smoking * ' 

Age 26 — is traiBferred to a smaller city . . . has gained twenty 
pounds in tv^ years ... has learned that overweight and 
smoking are comparable contributing factors to illness . . . 
has missed smoking . . . decides to start again 
> Age 40 — physical exam shows high blood pressure . . . knows smok- 
ing is now making him more vulnerable to ill-health ... 
has .several friends who say they can't quit . . . feels like 
he does; not want to be controlled by a smoking habit like 
they are . .*. quits smoking for good ♦ / 

In some instances Ted*s attitude determined behavior; in others 
his knowledge affected how he felt and what he did; in others he learned 
from doing; in others, attitudes were affected by behavior . . . and so on. 
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CONTENT AND PROCESS. In addition to illustrating the many inter- 
actiops gmong knowledge, attitudes, ^d behavior, the above vignetted 
concerning Ted aod his smoking also serve as examples of one of Ae 
most important understandings about health eduoation: it is both content 
and process. It is What you learn and how you learn it. It is learning, 
remembering and being able to utilize ideas, concepts, facts, feelings 
and actions . . . and, at the same time, it is learning how to learn. Some 
humans learri rather efiSciently . . . others can learn only in relatively few 
ways. Much of what is learned is forgotten ... or at least seems so^ to 
to the conscious mind. An important perspective, then^ is that encour- • 
^ging d person to learn some Aing c;|^w may be also encouraging 
her/him to forget something already learned, related or unrelated to that 
being learned. So, how doeS'healtfc education take placd? 

^ • Mrs. Dawes tells, her 15-mont^-old repeatedly not to go out in the 
stneet because of the danger of cars^ and she spanks hini when he 
does. , ^ • 

• Six-year-old Martin tells his little sister to brush her teeth with the 
. fluoride toothpaste (he xises a brand name) so sljie may not have 

any cavities . . . like the one he just had Med. ^ . 

• Qaudia apd many of her soon-to-be classmates fake ^ pre-s^hool 
physical exam ^t the sdiool andleam that some shots are' necessary 
^tjjjbep you-frokn getting sick; by takifi/the shots they also learn 
that they reaBy hurt very little.^ . • 

• Pablo and his classmates learn that while school will help them 
learn t5 speak English, flieir Spanish language is,an; important one, 
and they may speak it at tunes and even help their teacher improve 
her* use of it — an importanttangjsiitial lesson in mental health. 

• Julie and fiVe §eventh-grade* classAates ate a committee to simrey 
and analyze all the billboard ^d advertising in their part'bf town 
that relates to health; they are learning to observe, to compare 
judgments, and to be more aware of all that is health-related. 

• Timmy's ninth-grade class is liaving a mock trial on a character 
called Practice O'Smoking, md Timmy is the defense Attorney who 
must argue convincingly that smoking should be free to be utilized 
by people if they so choose. * . * 

• Ange, 15, goes^ to a party with an older Boy; during the party he 
takes some speed, and she learns, the hard^trial-and-error way> how 
to cope with a boy ^ho is hopped up and physically and sexually 
aggressive. o . - ^ 

• Mike sprains -his ankle badly playing football, and during the jre- 
. covery process he learns a great deal from the trainer about how 

ankles function and how one €an encourage them to heal rapidly. 
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• Jill has learned in health and driver education class and through 
conununity health education media that it is dangerous to drive 
after drinking ... and she never has; after a recent party, however, 
|ier date had a lot to drink, but stiU' drove hei;^"and then himself 
l|ome without any accident, s^ now she has another piece of 

. information. ... 

• Frank is a^combat soldier whosfe buddy is hit by grenade fragments; 
mnfc remembers all the appropriate first aid tr^atm^t and he 
^hinisters it quickly and Avell, but still has the experience of 

- "seeing his buddy die, despit)B aH he could do. 

• Millie* is afraid she's going^ to become pregnant. She knows a lot 
about how it, happens and how it can b6 "pS^ented, but she's 

, afraid she doesn't knoW enougji. Her college health professor 
reiijforces much of wl^t |he knows, corrects a few thmgs, adds 
- some new information, aind the small group discussions give her 
a chance to have several important questions answered without 
embarrassment, and shb is no longer afraid . . . fromJgaorance. 

• Helen is a young adult and oVer^eight. She follows her doctor's 
diet and takes the prescribed pills, without good results, so she 
reads all she can on dieting, talks to friends, and is now on a diet 
that was successful with a friend she trusts ... and is losing weight 

• Duke is middle-aged and has recently had a serious heart attack. 
During his recovery period he learns much from his physician*=and 
recomm|nded readmg\ about what brought this on and how he 
should Ifye now and for the rest of his life; he is not at all hesitant 
about ta|king> to younger men whose life-styles and body care seem 
to be a&oi|{ like ^hls before the attack, urging them to c6nsider 
modifying "before it happens to them." 

• Grandma Rudd is 85 years old, healthy, and spry. Her physician 
is ^ young man, and she consults .him and has him check her 
regularly, but continues to use anAtell others abput her own potions 
and medications that have |ielped tier live actively this long. She 
respects medicine, but she feels that many of the old-time treatments, 
are gop^i^ too, and less expensive ... and might be forgotten if she 

* doesn't pass them along to others. ' 

If these are selected examples of health education, what do they tell 
us about the cpntent and process of this important human activity? ^-et's 
recall that health involves the totality of the functioning person-r-sodal, 
me^ital (intellectual and emotional) and physical . . . perhaps even 
spiritual and aesthetic. Let's also recall that health education involves 
knowledge; attitudes and behavior. Arid also ... / 

• Health education goes on at all ages. Very small childr^ arp told 
and conditioned about things parents believe they should 4nd should 
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not do, but it isn't long before one child knows something that 
anoUier should know ... so he tells him. ^This goes on all flie way 
through life, then, to Dn^e and Grandma Rudd . . . both stilt 
learning and still teaching. 

• Health edncatiati usually begins in the home, and is usually based 
^•on "authority knows best." However, the desire of the individual 

to learn what one wants* to know soon asserts itself, and learning 
by authoritative fiat must be supplemented, perhaps nearly replaced, 
by deciding for oneself. Health education, nevertheless, has a 
strong authority base to it, which sometimes helps and sometimes 
hinders its effectiveness. 

• Health education takes 'place in peer groups, and between siblings 
and good friends. Here aiathority is supplemented by trust and 
friendship, with a more personal eleme^jt involved in helping some- 
one learn something he/she did not know. Academic health ediica- 

<»tors frequently condemn ox ridicule such exchanges because they" 
may be inaccurate.. 

• Health educatidn comes from experiencing environments. The 
physicial exam provides a setting for some important teaming; the 
training room where the sprained ankle is being treated is another; 

to the doctor's, office or the hospital room for the cordnary recoverer 
^ 'are others. The health education classroom in the ^school can be 
such an experiencing environment^ \ . 

• Health education comes from experiences. Having an injection is a 
way of knowing what a shot is like and probably affects how one 
feels about it. Having to cope with a date who is aggressively high 
on amphetamines is a way of knowing what drug abuse is and 
undoubtedly will affect one's feeling about it. It also might reveal 
what one's own values really are. Getting home unscathed with a 
drinking driver may help teach a dubiously healthful but sometimes' 
true lesson: a person does an unhealthful thing and no ill-effect 
comes of it. The experiences of a child who does not know English 
well in being allowed to use her/his own language at times, may be a 
positive experience in building sense of. self and more probably 
prevents that development of. inferiority and resentment feelings 
which certairily skews an individual's functiomng toward the un- 
happy and unproductive; 

• Health education involves the reciprocal teaching-learning process, v 
because teaching someone something sh^he doesn't know may be 

* an encouragement to, learn something further from someone else. 

• Health education often involves working' with others, observing, 
analyzing, and comparing qbservations and judgments. 
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Health education should be a means of contact between the school 
and the community in which it is located. The student lives in both 
school and community, and should have as many experiences as 
possible which suggest that these are not completely separate worlds. 

Health education involves simulating Mje, situations, ^^xxoh as having 
a learner defend in a trial the dubioug practice of smoking, re(juiring 
SQjne faith tbst the experience of honest inquiry rather than appar- 
ently safer propagandizing leads to better personal decisions, o 

Health education involves capitalizing on the teachable moment. 
When an athlete has a sprained ankle or an active, busy man has a 
heart attack, motivations fbr learning why and "What do I do now?" / 
are often very high. Professional l^alth personnel like physicians, 
nurses, trainers, etc., have many such opportunities, but so do 
'parents and fripnds, with each other. > 

Health education should deal with the seeming contradictions be- 
tween acadelpic learning, such as "drunkep drivers haye significantly 
more fatal accidents than non-drinking drivers," and life experi- 
ences, like "he was drunk but he drove m^ home without an . 
accident."^ Some people who brush their teeth faithfully and. skill- 
fully still develop caries; ^ome people who eat ravenously do not 
get fat; some people select a marriage partner wiUi "great care and 
are still unhappy. - 

Health education m^y involve the experience of failing, as with 
Frank who did skillfully «€verythuig he ki^ew to do and still his 
buddy died.. Our apparent failure ... the girl wont take a drink 
and the boy she really likps won't invite her out again ... the 
girl ' who walks home rather than ride with a drunk and gets 
harangued for being late ... In other words, one may know and 
remember the best thing to do, but it sometimes does not appear 
to work. / 

Health 'education oftjsti involves encouraging fear 3s a motivator to 
learning and then abating the fear with some positive altematiyes. 
Education of small children about safety in relation to. traflBc usually 
ha^ some fear coniponent — cars can hurt you. This should then 
ino^Yate the fledgling learner to learn what tp do to prevent such 
otential harm. Martin also is trying to scare his lister into brushing 
.tb avoid cavities. Fear to motivate; then positive action to allay 
th^ caifisc of fear. 

Hedlth education involves maintaining a i^lance between the pro- 
nountcments of physicians and the scientific community and the 
experiences of people as they live and perceive life. Science has 
made tremendous contributions to the betterment of human life, but 
science is best fn studying simple, controllable things and situations, 
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and is most frustrated with any study of himiankind in totalit)| In 
community with other total bemgs. - . ^ ' • \ 

MUTUAL LEARNING. This all might be summed by crying that 
health education is potentially best when it involves mutual leading. 
The learners learn from the teacher, but the teacher also learns some- 
thing from them; learners Ipam from each other; learners learn from the 
conmiunity and its experiences, and the community learns from the 
learners. A hopefully never-ending process/ 

• SCHOOL HEALTH Education, Wh^t responsibility do the schools 
have for health education? With some regularity over the past four score 
or so years, statements have become part of the public domain that 
affirm that in American society the school ^oes have as a goal the 
eodouragement of health in learners. , - 

One of the earliest affirmations was "the formation ^ 1885 of a 
professional) orgaiiization. The American Association for tt^e Advance- 
ment of Physical Education, which was to join with the Health Division 
of the National Education Association and become tb& American Asso- 
ciation for Health, Physical Education and Recreation. (It has since 
-become the American Alliance, for Health, Physical Education and 
, Recreation.) -As a department of the N,E.A. it was responsible for much 
early encouragement of school healA 'programs. In 1911 the Joint 
Committer on Health Problems in Education of the National Education 
Associatioii^. and the American Medical Association em&rged, presaging 
regularly pid)lished resolutions and materials melding .th& judgments of 
both medical' and<educatipQal professionals. 

The Commission on the Reorganization of Secondary Education. 
(N.]SA.) in its. 1918 report* announced the Seven Cardinal Principles or 
outcomes of educa|ion: health, conimand of fundamental processes, 
worthy home-menlbership, vocation, civic education, worthy use of 
leisure time, and ethical character. So, if health is to be a cardinal out* 
come of their efiforts with youngsters, the schools presumably should give 
some instructional time to this aspect of human life. Twenty years later, 
The Educational 'Policies Commission developed a statement. The Pur^ 
poses of Educatioh in American Democracy,^ which came to be s^en as 
a classic, describing desired pupil outcomes in each of four groups 
educational objectives: self-realization, human relationship, economic^ 
efficiency, and. civic responsibility. In <iiscussing education for self- 



4 Commission on the Reorganizatjion of Secondary Education, Cardinal Prin^ 
ciples of Secondary Education.' VfSLsningion, D.G.: Department of the Interior, 
Bureauof Education^ Bulletin 1918, no. 35, 1918. pp. 11-15. 

5 Educational ' Policies Commission, National Education Association of the 
United States and the American Association of School Administrators, The Pur- 
poses of Education in American Democracy. Washington, D.C.: National* Educa- 
tion Association, 1938. pg. 47. \ 
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lealizatipn, the Commission says that the health-educated person is 
chaiacterized as follows: ' 

1. . The educated person understands the basit facts concerning Iwalth 
and disease. Health is a factor that conditions our success in all our 
itodertaldngs, personal and sodaL For that reason schools properly 
place great emphasis on health as an^outcome of education. 

2. The ei^cated person protects his dwn health and that, of his de- 
^ pendents. Knowing whkt is necessary for maintainmg health in 

body and mind, , the educated person ' so conducts his life as "to 
respect these great rules of the $ame. He tries to secure competent 
medicaj advice and treatment fo^ himself and bh family, with 
special attention to .the eafly discovcQf and treatment of rem^Jiable 
defects and a syste^matie plan of health iiiVentoryi andjllness pre- 
vention. ' , 1 

3. The educated^person works to improve the health of the commu- 
nity. The interests of the educated person in the field of health 
are comprehensive.' That which he deSires for hiroself in this ^eld, 
the educated person desires al^o fot oAers, knowing that health is 
6ne coimnodity that is increased in proportion: flis it is shared. 
Especially in. a democracy, thq educated person will cherish* a 
sincere interest in maintaining tjie hedth standards of the entire 

' community.® ' ^ ^ * 

A few years later, a Special Committee of the American Council on " 
Education reported on What the His^h Schools Ought to Teach and stated 
that . . there must be a place in any prpgram of general education for 
a course in persoilal problems. Perhaps the most urgent of these is that 
of maintaining one's physical and mental health." ^ ^ 
\ Seven years went by and a White House Confer^^^e on Education,, 
attended by representatives of many segmeats of society, sent a report to ' 
the President that answered the question, "What should our schools 
accomplish?" Of the 14 competencies that schools should help each stu- 
deiit develop, the following (starting w|th number 3) have some degree of 
relationship toFhealth and health education as both content ^d process.^ 

3. Understanding the civic rights and responsibilities and knowledge 
of American institutions 



6 Ibid., pp, 60-63. 

7 Special Committee on the Secondary School Oirriculmn, What the High 
Schools Ought to^ Teach. Washington, D.C.: American Council on Education. 
1940. pp. 24-25. 

8 Tot Committee for the White House Conference on Education. A Report to 
the President. Washington, D.p.: Superintendent of Documents, Government 
Printing Ofl^cc, 1956. ' 
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4. Respect and appreciation for human values and for the beliefs^ of 
others • , 

5. Ability to^think and evaluate constructively and creatively 

6. Hfifective work habits and self-discipline \ 

7. .Spda} competence as a contrjibuting member of his f&iilj|^and 
community i 

8. Etbicai behavior based on a ^ense4f moral and spiritual values 
V 9. Intellectual curiosity-and eagepue^ for life-long learning 
' • 10. 'Physical and njental health ^ 

1 1 . Wise use of time, including cl)nstructive leisure pursuits 

12. Understanding of the physid^ world and man's relation to it as , 
' represented through basic knowledge of the sciences ^ ^ 

13. An awareness of our relationships with the world community 

As the ISteO'^s began, the Educational Policies Commission pub- 
lished a documett called The Ceritral Purpose of American Education, 
defining that as the development of the thinking person. Regarding health 
th^y wrote: 

Each of'the school's . . . objectives can be better achieved as pupils 
devel6i^ (the ability to think) and learn to apply it to all the prob- 
• leips that face them. Health,' tor example, depends on a reasoned 
awareness of the value of mental and physical fitness and of the 
means by'which it can be ^developed and maintained. Fitness . . . 
requires that the individual understand the connection between 
health, nutrition, activity, and environment, and that he take action 
to improve his mental and physical condition.^ 

.During the 196d's, the U.S. experienced a sense of "inferiority „ 
regarding some aspects of its educational capability, in some sense a kind 
of last g^p of the cold wai: mentjality or "Egad, we^re n6t as good as 
they are .\ . and we must be better." This flurry of educational upgrading 
centered mostly in mathepoiatics, sciences, and foreign languages. Though 
professions of conceim for health' education still broke forth front time 
to time, there never was any tangible support by the Federal Government . 
to match that for the aforementioned areas of learning. . 

One interesting happening merits mentio;i h|re, however. ThS' 
School Health Education Study (to be described in Chapter XI) 
came into bShg, because a couple of prominent and action-oriented 
public health physicians convinced a private foundation to support a 
nationwide status study, of health education. A published synthesis of 
the research in the field and the ofganization and planning of a concept- 
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• based curriculum resulted. One of these bhysicians, Gxanvffle Larimore 
was, prior to this successful funding opemtion, a member and chairman 
of the Joint Committee on Healih Pr(jJ)lems in Education of the National 
Education Association and the Ainerican Medical Associatiopuand was 
deeply influenced by that experience. '^Jhe Study, after' it wSsestablishcd 
through support from the Bronfman Foundation, became even more 
unique when its completion and dissemmation were as^tored through a 
gr^nt from a private industrial firm, the 3M Company of St. .Paul, 
Minnesota. So while health education received no significant federal 
. attention during the 1960's, a number of states and school districts made 

* attempts'^to implement some updated programs. 

T IBE C OALITION . . . AND THENT THE PRESmENT'St COM- 
MITTEE. The 1970's auditioned and became operational, and the pro- 
'fession experienced a pak of related firsts: the President of the United 
States,* Richard M. Nilxon, appointed in September, 1971 i Committee 
on Health Education; Before* this Committee eyen organized, however, 
^ eight prof essioifill groups, seeing the potential future jieed for less 
. splintered and factious health education activities, joined in "A Working 
Agreement for a Coalition of National Health Education Organizations" 
in December 1971. The Coalition consisted of the following with 
identifiable health educator taemberships: 

• • American Alliance for Health, Physical Education and Rccjceation 

• American College Health Association ^ 

• American Public Health Association ^ 

• Conference of State and Territorial Directors of Public Health Edu- 
cation ' 

• .Society of State Directors of Health, Physical Education ^nd 
Recreation 

• Society for Public Health Education, Inc. 

• American School Health Association 

Its ''Working Agreement^' promised that on a long-range basis it 
would q)onsor a periodic review and reporting of research in health edu- 
cation and would encourage cooperative communication^among gi^oups 
with conSmon purposes. As a shorter task it would make an assessment 
of the President's Committee'^s final report a^d then would provide 
'Meadership for a national audit of the report and |or the foUow-bp that 

• surely would be necessary. 

' Meanwhile, the seventeen-member President's Committee on Health 
Education, including representatives from health education and several 

. . ^ t , 

io**The Coalition in Chicago," SOPHE News & Views, 3:3-4 (no. 3). 
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p^rtions^of the health industry, from business, industry, and labor, 
came together and set its course of action. The committee was charged 
with describing the st^e of the art of health education of the public in 
the U.S. tod^y^defining needs^ establishing goals and priorities proposing . 
reconimQndations and 'developing' a plan for the implementation of its 
recommendations. A more complete description of the work of the 
Committee, its recommendations to the President and the possible effects 
appears in a later ch^t^. 

NO RE;AL IVl^^ATE. All of this (and particularly the earlier, hisA 
.torica^, affirmations) would seem to suggest fliat the schoob have a fably 

'clear m^date to be active in health education. Not Really so. American 
public schools have typically been a vacillating mixture of institutions — 
classic educational and pragmatic social (custodial, too, unfortunately^)/ 
As classic educational mstitutibns, they%e to follow the l^d of Euro- 
pean schools and American private schools, that is, teaching the basic 

^ skills of reading, wnting, and arithmetic in order^jthat students might 
study subjects such as English granupar, composition and literature, 
foreign language^, mathematics, physical and life sciences, history, and 
geography. The assumption behind these curriculum priority is that the 
home, the church, and the community are the real influencing factors in 
a yoi^ngster's life, and they are responsible for teaching about living life 
. . . about aspects of personal behavior and about vocational skills. The 
school is basically to teach those things most youngsters would not learn 
well from their parents, church, and commltoity. ^ 

However, as scWols became universal mid compulsory, it became 
obvious that here was a captive audience o^m^eable youth, and since 

'cqnmipnitie^ and society supported the schools, &y should be utilized 
for the benefit of society. Fimher, as American society came to include, 
more and more diverse elements (ethnic groups), segments of the society 
became more alarmed about the diverse things youngsters were learning 
at home (or that th6y were not learning at all) and so pressures, on the 
school to include teaching about issues crucial to the stability of society 
began to mount. Jefferson asserted that ^'if a nation expects to be 
ignorant, and free, in a state of civilization, it expects what never was and 
never will be." ^ Jefferson, however, assumed that the voting franchise 
would go only to those with education and therefore the maintenance of 
freedom would be the responsibility of the educated. The Jacksonian 
concept of democracy, however, with every man (and eveSntuaUy woman, 
now, both from ^ge 18 on) as a voter made the study of civics or govern- 
ment seem necessary, a beginning for functional subjects. 



11 Jefferson, Thomas in Letter^ Col. Charles Yattcy (Jaa 6, 1816) in 
Bartlett, John, Familiqr Quotations. Boston: Little, Brown & Co., 1882. pg. 375. 
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HEALTH EDUCATION Eim»S. Health education gained its entr^ ■ 
into the schools largely througH the-zeal and dedication of the Women's 
Christian Temperance IJnion (WCTU). Thisririovement, Which gained 
its greatest strength during the last half of the 19tlj century and the first 
several decades qf the 2pth century, had as its originaT motive bettei: 
health and well-being for workbgrmen and famiues. Howeyer/the leader- 
ship^^of the^mdveftent came to feel that t% use of alcohcdia beverages 
was the prime deterrent tp the well-being of all and fhus qj-ose the 
determmation to rid the U.S.A. of all such infoxicants. Education of the 
j^oung was obviously a necessity, and s&, for the good of society, by 1890 
eVery state in the U.S.i^. had enacted legislation requiring instruction 
about the effects .^f (and in mai^y i^istances the evils oi) alcohol and 
narcotics. In 40 states*, the laws specified that the instruction be part of a 
broader program of teaching physiology and hygiene. ^ 

THE "STAMP rr OUT' MOTIVE. Before going on, it is important to 
note the continuing significance of this beginning for health instruction 
in the schools. It came about because of the fervor of a special interest * 
group, who wanted the school to help do something about the liquor 
problem. Still today, over 80 years later, the main impetus for instituting 
a health instruction program where pne is not functioning is a- desire to 
help do something about the drug problem . . ^VD problem . . . accident 
problein . . . nutrition problem. . . . Even established programs may be 
called upon to produce eyidemce as to how they are doing on these 
currently relevant problems. What this seems to say is that he^th educa- 
tion has not generally been accepted as a legitimate part of general 
education, but must be continuously justified on the basis of preventing 
something undesfrable from happening. 

CHILD DE\iELOPMENT MOTIVES. It would be inaccurate to char- 
acterize this concept of the school as a departure from the strictly intel- 
lectual institution as being motivated simply by societal needs. The 
diild study movement, started in the 1890*s by Stanley Hall, Felix Adler 
and William H. Bumham, among others, saw the school as a means to 
meet certain needs in individual youngsters that were being neglected by 
the non-school influences in their lives. Studies in child development 
illuminated physical? mental, emotional, and social needs; these had to 
be met where children were ... and obviously they w6re in school for 
a significant part of their waking day for a good portion of the year. 
Perhaps the most accurate description, then, was that the schools were 
seen as social institutions responsible for dealing with the personal needs 
and problems of youngsters. 

This v\pw had its effect on educational philosophy, witjh its first 
^vious apogee being the Progressive Educational Movement with John 
rev's concept that leamin'g was best when the whole chil^ was actively 
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involved in the process, includmg that of setting- the goals for the learning 
experience.^2 ^ 

HEALTH AND PHYSICAL EDUtATION. At about the same time 
(the tail end of the 19th century), ph:|^sical education programs were 
being devised and instituted in schools (enough children were no longer 
working hard physically and were becoming soft, sedentary creatures) as 
another problem-solver. Smce a number of laws mentioned the teaching 
of health habits, many school administrators came to lump these -utili- 
tarian subjects together because of the apparent similarities between the 
two, and the phenomenon of health and physical education emerged. 
The generally unfortunate .effects of this for health education will be 
expanded later in the volume. ^ 

GENERAL OR USEFUL? Today, among the many people mterested 
in school health education, there is not likely to be agreement as to the 
institution of which it should be a part. Those who would prefer to sec it. 
as a part of general, liberal education envision the subject field a& a 
medium by which learners can achieve a better more complete view 
of themselves, other people and the environment in which they "live — 
somewhat comi)arable to studies of literature, American history, and 
geography. They would be minimally concerned as to exacdy what the 
behaviors of learners were ^ter health education, confident that the 
educated person makes the best decision. 

At the other extreme (of a continuum, since there is np evidence 
thatJiealth education personnel fall neatiy into two dichotomous camps) 
are folk who see l\ealth education as clearly utilitarian and functional, 
studied because certain behaviors are better for iftdividuals and for 
society than other b&haviors. They would be maximally concerned that 
health education produce definite desired behaviors and non-behaviors 
— i.e., eatmg of a balanced diet, non-smoking, exercising regulariy, not 
'having sexual relations with the venereally diseased, seeing an MD 
for a wide variety of symptoms, etc. • 

At the first extreme there is maximum faith in the rationality of the 
human being to, do what he/she knows is best, and maximum faith that 
education, where all facts and viewpoints and values are considered, will 
produce the best behavior. At the other extreme, there is littie faith that 
learners can translate ideas into the best behavior, maximum fear that 
Teal education will encourage them to do what they should not, and 
therefore maximum commitment to propaganda and conditioning, con- 
scientiously-pushing for a particular behavior or non-behavior as being 
the best for the individual- and for society. 

' o 

12ASCD 1972 Yearbook Committee,' Squire, James R. (Ed.), A New Look 
at Progressive Education. Washington, D.C.: Association for Supervision and 
Curriculum Development, 1972. Introduction, pp. 1-13. 
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LIFE BETWEEN THE EXTREMES. Probably many, if not most, 
health educators are somewhere between these extremes. Some years ago 
I suggested, partly seriously (as an illxistration of this eclectic modality) 
and partly in jest, that the actual goal of teachers in alcohol education 
should be stated as, "We help students to consider all the facts so that 
they can make up their own minds — not to drink." The day-to-day be- 
havior of many teachers mirrors compromises like this one: they want 
students to deal with a variety of facts, ideas, concepts, and value systems, 
^ but they truly know what behavior decisions they want for their learners. 
Though tfiey know that much learning about health-related behavior 
comes from actual experiences, they are reluctant to sanction experi- 
mental behaviors like drinking 6eer, smoking marijuana, t)vereatmg, or 
fighting . . . let alone ones like taking LSD, contracting venereal disease, 
or getting no treatment for a severe wound. A major raison d'etre of 
school health education is that everyone does not have to learn by actual 
experience — maay young people can learn many things vicariously . . . 
accepting the experience of others (particularly when systematiczdly and 
scientifically analyzed) as evidence that some behaviors are likely to be 
desirable and others Undesirable. 

Okay, tfie generalization would be that though teachers of health 
will vary from the very permissive to the very directive, most will exhibit 
some desire for students to make their own decisions, conglomerated with 
some desire for students to avoid potential pain and harm.* 

THREE BASIC PHILOSOPHIES. This realjly ^uggests that health 
teachers tend to be eclectic in philosophy, and purist philosophers try to 
argue that every educator must have some basic assumptions about 
reality, knowledge, and how learning takes place . . . that one can't 
believe everything a£ the same time. Let's consider, but briefly, three, 
relatively differentiated educational philosophies and what a health edu- 
cator would assume if she/he embraced each. 

The realist health educator assumes that knowledge exists as a real 
entity and therefore sees the task as using the most eflBcient means to 
bring learners and knowledge together. 

The idealist (should really be ideaist, but this doesn't pronounce 
well) health educator assumes that knowledge exists in minds and there- 
fore attempts to establish direct contact with the mindS of learners in 
order to have them learn what she/he knows. 

The experimentalist health educator assumes that knowledge is 
created anew in the mind of each learner and since this creation is an 
active process she/he devises ways for students to be actively involved 
in the learning process. 

In short, the ways in which health educators go about their tasks ^ 
are affected by their 'assumptions about knowledge and about how leam- 
iM takes place. Each of 'these philosophies is back of some successful 
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... and some unsuccessful . . . health education. None can be proven 
false, soit seems probable that diversity of approach to learning about 
health contmue. . " 

PLEASE RECALL . . . What shiuld be emphasized for recall from this 
chapter? No fiew, sparkling, startling or cogent definition of health is 
offered; rather, the term is used to refer to the quality of functioning of 
a person in totality: How you are and what you did in the altogether. 
It can be seen as a state of being or as the |>rocess of functioning; it can 
be assessed as any moment, or it can be judged over some longer period * 
of time. X 

• Though health is fundamentally the condition for functioning of an 
individual, some behaviors and sotae non-behaviors can be called 
healthy ahd othere unhealthy on the basis of central tendencies uj 
results. There probably are no behaviors that everyone agrees are 
absolutely healthy or uiihealthy, but modem science and the much^ 
older pragmatic perception of people combine to give a basis for 
health education. Health education goes on continuously, becaus^ 
it can relate to any and all of the behaviors that make up an active 
day, week . . . and, ultunately, life. Knowledge, attitudes, behavior 
... or what you know, how you feel, and what you do and do not 
do, are constantly *being remforced, modified, changed—or Some 
dynamic combination of these. ^ 

• Health education belongs in the schools. The answer to this afltana- 
tion is both Yes and No. It can be seen as part of general education, 

\ a medium for better understanding self and the rest of the world. 
It can be seen as a supreme example of practical study, learning 
ways of behaving that make life better, and learning to avoid those 
that carry a portent otharm. But unfortunately and realistically, 
it also can be seen as content of such personal and value-laden 
nature that the school should steer cle*ar., And yet, if ignorance 
contributes to social upset, nnist the schools not jie involved? And 
so it goes. ... *^ 

• Educational philosophy involves one's assumption about how learn- 
ing takes place, and the three competing philosophies each suggest 
a different crucial element — the material to be learned, the teacher, 
or the activity of the learner. 

• Health education is a discipline or arena of teaching-leammg that 
focuses on motivation and communication. Learners must be 
motivated to learn and then communicated with in ways that keep 

' tflieir motivations from dwindling. For these reasons alone, it is a 
human activity that is both challenging and frustrating. y> 
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What is your e;spectation for a.chapter that would seem to he an 
overview of health m this country at ahout this tune? One might expect 
biostatistics, detailing and chartuig degth rates, disease rates, accident 
sites, causes of death by age groups ... and so on. pother expectatioa 
might be a chronielm&of evidence that we have' made progress in health 
because children, yputh, and adults do not die as early nor do they die 
of the same diseases and conditions. Each of these has merit, and other 
authors have written quite competently nsmg th&e as bases. But how " 
about an expectation that the generalizafions which the statistics gen- 
mte are perhaps more unportant than the numbers and that our present 
situation encourages sOme diverse phflosophical positions? This prob- 
ably is not the usual mterpretation, but it should be the one the reader 
considers when readmg the foUowmg pages. ' 

tHE CmiERIONZ HEALTH. Lefs go back. Hezdtii, as described 
in the first portion of this book, is the qujUity of function— of livuig— 
of the total person. Dymg of tuberculosis, ^hoid, or smallpox at an 
early age certaudy is not healfliy, but sunply not dying of fliese (or even 
.contracting them) is not necessarily healthy eitiier. It rather depends 
on what one is dofaig—or how one is livfag— when one is not havmg 
tuberculosis, typhoid, or smallpox. So, the statu? of healfli of people 
within American culture must be assessed at least as much in terms of 
how fliey are functiomng as in terms of the past disease threats they 
are encountering or are overconimg. Such an assessment Qbviously 
involves more value judgments tiian are mvolved ul comparing per- 
centages and past cases vwth fliose of tiie present 

RELATIVE OR ABSOLUTE. Anoflier mteresting value judgment fliat 
is involved m assessmg health status is fliat of the difference between 
what has been accomplished since . . .\sometime past) and what could 
have been or should have been accomplished. Is our health good 
because fewer people die of pneumonia tiian 50 years ago, or is it poor 
because some folks still die of tins- essentially preventable condition? 
Are we a weU-nourished nation becaftise the majority gets a better bal- ' 
■ ance of nutrients m then: diet tiian was true 50 years ago, or are we a. 
pooriy nourished nation because all do not enjoy fliis balance? Bbtii 
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sorts of judgments can be— and are — made. Each judgment is based 
on a different chosen criterion . . . jidd there is no scientific or agreed- 
upon way to select the right criterion. 

HYGEIA AND ASCXEPIUS. Another important perspective for this 
discussion is one I shall borrow from the distinguished health; philoso- 
pher, Rene Dubos. In his l^irage of Health'^ he developed the philo- 
sophic and practical differences between the mythological personages 
of Hygeia and Asclepius and between their ancient and modem-day 
followers. Dubos' scholarship tdls us that the term "hygiene," often 
used for health education before the 1940's, comes from the cult of , 
Hygeia, a lovely goddess who probably was a personification of Athena, 
the goddess of reason. Hygeia ^ not related to treatment of the sick, 
but, rather, wais seen as the guardian of health and symbolized the 
belief that men could remain well if they lived according to reason. 
Hygeia stood for the virtue of a sane life in a pleasant environment, 
.and, in Greece, was closely identified with mental health. According to 
Dubos (and important for health education efforts today), she never 
really "touched the hearts of the people." After the fifth century B.C., 
her influence became less than that of the healing god, Asclepius. 

According tojjpreek legend, Asclepius was the first physician, a 
master in the use of the surgic^ knife and in the knowledge of curative 
plahts.* He was a handsome, self-assured young god, looked to by the 
.increasing number of folk who were not willing to attempt the difficult 
task of living wisely. 

Dubos sums up ^both the ancient and mythical and modem con- 
temporary differences in view of health embodied in these two: ^ 

For "the worshippers of Hygeia, health is the natural order of 
things, a positive attribute to which men ar^ entitled IF they 
"govern their lives wisely. According to them the most important 
function of medicine is to discover and teach the natural laws 
that will ensure to man a healthy mind in a healthy body. More 
skeptical and wiser in the ways of the world, the followers of 
Asclepius believe, that the chief role of the physician is to treat 
disease, to restore health by correcting any imperfection caused 
by the accidents of birth or of life. 

Hence, 1$ is not just a phenomenon of modem life and times that 
progress ^d problems in health are perceived differently. 

ADAPTATION. A later chapter will develop an ecological perspective 
for health, which seejns to be an imi)ortant one 'to understand, even if 
one cannot accept it as a major premise to live by. In a miniscule 
preview of that perspective, let's consider the concept of adaptation. 

1 Dubos, Rene, Mirage of Health, Garden Ci^y, New York: Doubleday & 
Co., Inc., Anchor Books, 1961, pp. 113-114. 

2 Ibid. By permission of Harper & Row. 
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Adapting to the environment is >hat is necessary for the effective 
survival (healthy functioning) of every form, of life. People, as the 
highest form of life, in addition to adapting (1) can change the envi- 
ronment so that adaptation is easier and (2) can avail themselves of 
' humao-developed means to Strengthen their capacity to adapt. They 
can (1) plant ^ees or put up other forms of shade to protect themselves 
from the sun; they can wear clothes and live ih a heated house to help 
adapt to cold weather; they can take an antibioticjlb that an infection 
» will not develbp furt^r . ! . and (2) they can ''be immunized against 
.^tetanus to prevent that disease; they can use a toothbrush, a fluoride 
toothpaste, and dental floss to retard and prevent tooth decay; they 
can wear glasses in order to read ordinary type after farsightedness has 
developed. .1. . The point is not whether or not people should change 
their external and their internal environments (making adapting easier 
or unnecessary) but what the balance should be between the individual 
0 using her/his own individual resources and notihaving to adapt. Stanley, 
a hypothetical human (whose views might help now), leans 'toward 
adapting a^ much as possible by his own means on the premise that the 
more he has to adapt, the more ^ready he will be to adapt when truly 
necessary. A weH-kno^n old Greek physician, Hippocrates, discovered 
and uttered what he considered a great truth, which bulwarks Stanley's 
preniise nicely. Stanley qfuotes him thus: "All .parts of the body that 
are designed for a definite use are kept ia health and in enjoyment of 
'fair growth and of long youth by the fulfillment of that use and by 
their suitable exergise in the duty for which they were made." 
- ^ However, many situationsisof adaptation have a risk involved; if 
the individual fails in the attempt to adapt, there will be some harm, 
^ pain, disablement, or even death. This leads to the opposite he^thr- 
oriented admonition. Avoid risks whenever you can. A homey example: 
Our third son was not quite four years old, but .lie vfjas watching with 
' envy his two older brothers as they often walkedl the 2" by board 
that capped the six foot fence that enclosed our back yard. This was 
some act of youthful daring, but it was also an adaptation: perfecting 
balance and foot-eye coordination, becoming comfortable' in functioning 
off the ground . . . and alsol doing something some of their friends could 
not or would not attempt. One morning, as I watched froih inside the 
house, this not-quite four y«ar old, Rfcky, all by himself, climbed to 
the top of |he fence, sat there for awhile, then slowly and carefully 
V got to his feet and took a couple of steps. Just about that time, the 
^ phone rang, signalling the anxious voice of the lady next door advising 
me to get Ricky down from the fence before he fell. It was a natural 
piece of aSvice, but as I listened to her I could also see thQ look^-Qf 
delightful, final accomplishment on his young face as he edged along 
the^ence. In a few minutes he, came down, and I congratulated him 
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rather than admonishing him about the danger. There was a danger, 
of course, and I refused to visualize the consequenpes to that bright, 
young face should he have lost his balance and smashed his visage on 
the cement below. Which was th^ healthy behavior — ^learning to 
adapt to the hi^ fence with the risk there, or staying qff the fence 
'cause you might fall? One can't really learn to adapt without adapting, 
and may not be able to practice adapting without risks. ' A total diapter 
will be devoted to this unportant and vexing health issue: "Risk-Taking." 

HEALTH PERSONNEL. . If any man or woman on the street were 
asked^O identify some health pelrsonnel, the chances are whopping that ^ 
he /she would name doctor or physician, then probably nurse . . .^and 
it is. doubtful that health educator wodd be included at all, without 
some coaching fromo the sidelines. Most Americans, then, would be 
Asclepians, associating health with doctoring, A consciousness of health 
is aroused in many people only when some condition or ill-health arises. 
The expectatiq^ then builds that health will return via the wise, skilled,, 
and knowledgeable personal physician, who will diagnose accurately 
and treat promptly land properly. Each legitimate practitioner of the 
medical art presumably reveres and follows the oath of Hippocrates, 
who generally gets the credit for separating the practice of medicine 
from that of magic. The Hippocratic oath says:^ ^ » 

I will follow that method of treatment which, according to my 
ability and judgment, I consider for the benefit of my patients, ' . 
and abstain from whatever is deleterious and mischievous. 

To sum up: "Health" is probably most often associated with "physi- 
cian," and the physician is most often oriented to a method of treatment 
and the benefit of the sick. \^ 

A HIPPOCRATIC HEALTH EDUCATOR. An interesting point is 
that the Hippocratic admonitions could also , apply to a wider view 6f 
health, where the practitioners in addition to physicians, dentists, hygien- 
ists, and aides doing patient education as part of a coordinated health \ 
care delivery system, also include health educators. Consider: 

I will follow those methods of prevention, substitution, treatment, 
cure, rehabilitation, and reorieptation of life values which . . v I 
consider for the benefit of my patients and thb larger community. 

Remember, health is to be nurtured and maintained as well as recap- 
tured and rebuilt after loss. ^ 

Though the individual, one-to-one, doctor-patient relationship will 
remam germinal to medical practice— and fience to medical care — 

8 Hippocrates, Oath 5f, Colliers Encyclopedia. New York: The CroweU 
Collier Publishing Company, 1965. Volume 12, pg. 138. CThere are several- 
translations of the Hippocratic oath, all fundamentaUy the same, and this is one 
^of them. . . 



Health in the U.S. A.— Mid-1970's 37 



increasingly physicians are perfonnmg their scientific art in a variety 
of patterns such as group practice, community clinics, and in industrial 
and militaiy settmgs, , where they are part of functiomng teams' of 
professional and allied health personnel. The very existende of such 
plans has ian educating effect. Predictably the public view of health 
will broaden as It is dealt with'^ia these ways, which are beyond the 
\merely not sick. 

A>NON^TATISTICAL TOUR, Let's be off on our projected non- 
statistical treatment of health statistics. One of the fundamental indices 
of health,, presumably* is the death rate— from specific causes and, 
overall, crudeiand adjusted. We believe that all deatl]& must have some 
medically dia^lQsable c&use, and that all deaths must be statistically 
accounted^^or. Wei rank in order causes of^death, and any listmg 
presumably must total 100 percent. Thus, the decrease in a paafticular 
cause of death might temporarily Mwer the total death statistic, but 
eventually would be translated into a statistical increase in another cause. 
For example, a predictable result of a major breakthrough in cancer 
prevention and treatment, which would lower cancer to perhaps the 
tenth instead of the second leadmg cause of death, would create a 
statistical increase in deatii from heart disease, stroke, circulatory failure^ 
and acQidents. It is generally assumed that death is bad and fliat post- 
poning death is good. Death control is an established good, wifli a 
basic ethic of the medical and nursing professions being the prolonga- 
tion of life. If we had a cause-of-death category labelled "old age" 
based on some agreed-upon acceptance of death as normative beyond 
a certain age, tiien we might truly m^Jce some progress in reducing 
* death. But our present expectations simply can never be realized. 

AS THE POPIJLATION GETS OLDER . , . Problems and frustra- 
tions about the health situation are likely to increase in the future also, 
because tiie prolongation of life m that certain-to-increase older portion 
of the American population will be increasingly costiy in money and 
professional time and attention. Thus, what could be done will not be 
available for some, and because it, should be, our society's health will 
be judged inferior. Dubos,* again, raised the value question, para- 
phrased as: Is a culture healthier when it spends" ain increasing amount 
of its resources on health maintenance and death avoidance? Would 
the ultunate healthy society be one in which half the population were 
therapists, of one type or anoflier, for the oflier half? Or would this 
be the ultimate absurd distortion of a truly humane goal? 

I admitted at the beginning fliat figures can be helpful in making 
a generalization, so I do not consider the following hypocritical. 1972 

-^Dubos, Rene, The Dreams of Reason, Science and Utopias, New York: 
Columbia University Press, 1961. pp. 82-96. 
O 
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statistics showed that the aging (over 65) comprised one tenth of the 
population but were responsible for over one quarter of the total health 
spending. This differential between the services for young and old is 
often interpreted to mean that the young, healthy, and productive are 
paying the bills for the older, unemployed infirm. The fact is, however, 
that the majority of older citizens pay their own way through savings, 
investments, etc. Many use social security benefits into which they have 
paid their fair share during their years of employment. 

0 . . . 

OMENTAL HEALTH. To ^mbolize a broader view of health, let us 
/ postpone the chronicling of physical gains and losses and begin with 

^ mental ^and' social (and possible spiritual) dimensions of well-being/ 
In the mental realm, the population has considerable stn^ctured educa- 
tion, and through this and othei^ formal means and mass media, has 
more knowledge relative to our past and to most other cultures today. 
Paradoxically, because knowledge is increasing beyond our capacity to 
absorb it, in relation to wHSj there is to know, we become relatively 
more ignorant each year. Are we more or' less healthy in terms of 
knowing? Pick your criterion. Youth, p^rticulariy, seem to be more 
curious and more experimental. These characteristics encourage change 

of many kinds, some cleariy laudible, some cleariy dangerous, and 

some not clearly. , . . ' * , 

In the young and not-still-young population there seems to be more 
searching for self. Is this a healthy development? For those who gain 
some previously lacking self-perception and translate this ifito happy, 
positive functioning, the trend seems healthy. But some seek more self 
than they are able to find without some more living; the less healthy 
paths from this dilemma seem to lead to more frantic, bizarre searching 
instead of more balanced living or a lethargic hopelessness . . . "Here 
I am nineteen, and I haven't discovered who I really am! (sobf)" 
Expectations about "having one's head on straight" seem to be high, 
which in one sense is commendable and in another almost assures that 
there will be frustrations and consequent lack of Comfortable, positive 
living. Again the value question: are we a healthier nation because 
greater numbers of people are seeking some kind of help with emotional 
problems and personality functioning? Or are there increasing numbers 
of Americans who simply cannot cope with the- complexities of the 
culture? ^ . 

SOCIAL-CULTURAL. This question eases us into the social-cultural 
realm and th^, relative status of healthy relationships of people, one with 
another, groups with other groups, and people and groups with societal 



constantly improvingbecause there is increasing freedom for individuals, 
and groups to function in nonstereotypic ways. Relationships between 
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people are less firmly established and set than in times past, so those 
relationships that develop are more conscious and potentially more 
genuine and require some maintenance, rather than being automatic 
and enduring because there are no viable alternatives. Most people are 
freer to move from group to group and there is a definite diminish^ 
ing of any established caste and class system. Strqng forces for equality 
of opportunity for females in a traditionally male-dominant culture arc 
rather rapidly beuig translated into action, laws, and new jnores. 

However, again, we are far from our expectations and the ideal 
society. Freedom of relationships means some folk succeed ... but 
others do not or are not able to develop satisfying relations. People, 
groups, and institutions compete, an(^ animosities develop and *are 
expressed. Stability is hard to come by, and those who cannot adapt to' 
mobility and change can be very unhappy and sadly dysfunctional. 
The freedom that the majdHty has is not shared by minorities— the 
lower class, the handicapped, the non-whites and others.. New mores 
and practices relative to equality of male and female can further frac- 
tionate the society and fan the fires of resentment, bitterness, and social 
upset. A society probably cannot change, particularly m sever^ direc- 
tions and- dimensions at the same time and within a relatively short 
time, without some amount of social turmoil. „ Is this a sign of social 
health— that We are, going through a period of disequilibrium m order to 
accomplish some worthwhile changes? The evaluation can be— and is— 
made both ways. 

An analogy from the physical realm: An overweight person may 
have to experience some traumatic times in dieting to lose the pro- 
tuberant poundage, but the final result may be more physically healthy, 
emotionally satii^fying, and socially applauded. Yet, if she/he seeks to' 
lose too much too rapidly or submits to questionable therapies even 
though the goal is a worthy one, the means may put more stress on 
the body than the 'original obesity. The solution to the problem may 
Nbe worse than the problem. But in the social realm, no one can seem 
to make it perfectly xlear whether the results of present changes in 
mores and practices will-be for society's benefit or whether it can survive 
the process. 

LIFE AND DEATH. Okay, speaking of deaths, let's look at our 
progress and problems in this more traditional manner of measuring 
health ... in our now-established minimum statistical modality. The 
general trend and situation is that deaths are down and births are^up 
and going down again. To clarify:, the number of people actually dyin^ 
when compared with the total population (all of whom could possibly 
die) is low in comparison to that of the earth's total human population. 
It is lower than in any previous period in American history. However, 
it is not as low as in^ some smaller, more homogeneous European 
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countries, and certainly not as low as it theoretically could be . . • or 
should be. Births increased after World War II and were relatively 
high (meaning that more children were bom and lived than necessary 
^o replace the two biological parents) for many of the next twenty-five 
years. The last few years have been marked by reduction in both 
numbers and rate of births, and tiiough it may be early to judge, society, 
is begmning to consider this a fairly definite trend. Overall, however, 
the U.S. population is still increasing, and.a stabilized number of citizens 
is unlikely before the commencement of the next century. 

Length of life, the positive attribute to the death rate statistics, is 
obviously not uniform for all those bom, and is not even unifomi in 
averages for- sub-groups in the population. Females live about seven 
and a half jears longer than males,^ on the average. Whites live longer 
than non-whites or non-Anglos; middle to upper income people live, 
longer than those with lower incomes. Thus, though the chances for 
longer life are relatively good if one is bom an American, there are, 
on the averaged better chances in being a white female in an upper- 
middle class home than in being a black male born and raised in a 
low income inner city neighborhood. 

There has been relatively litfle actual lengthening of life in the 
last half-century. There always have been very old people — those in 
their 80's, 90*s, and a few beyond, and there still are, but we can 
ipeasure no significant relative increase in the numbers of those rlhch- 
ing these ages beyond the statistical average. As the infant and child 
mortality of our early years and the past century has been dramatically 
decreased through improved and more available medical facilities and 
through drugs to control mfections, the statistical length of life has 
increased. But the principal killers of older people— heart and circula- 
tory diseases and cancer — still afflict a majority of the past-the-prime 
population, so at present it is still comparatively unlikely tiiat most 
individu^will live more tiian ten or fifteen years beyond retirement. 

MICROORG^SMS NOT CONQUERED. No . . . eVen though tiie 
aforementioned reductions in mortality indicate that infectious (Jiseases 
and conditions have been relatively controlled by immimizations', anti- 
' biotics and prompt knowledge-based care, tiiey have not been elimi- 
nated. They have only been curbed from causing the deaths they once 
did. However, our controls work best when microorganisms act pre- 
dictably, and even our scientists have relatively litfle control over the 
microorganism's capacity to mutate. So as long as germs are reasonably 
lethargic about mutating, we \yill maintain ^he upper hand. But should 
this not prevail, humans will have to scurry to adapt to the new threats — 
for an increasingly large and vulnerable population. 

Another potential chink in our armor against infectious diseases 
is the lack of continuous concern for maintaining unmunization levels 
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at all age levels. Many small babies are immunized against diphtheria, 
whooping cough (pertussis), measles, mumps, poliomyelitis and rubella. 
Schools frequentij? require booster immimizations at certain points, but 
after this, except for young people entering the military service, society 
has no, way of cpmpellmg people /to keep their hnmunities hi^. It is 
possible, then, that without thS^se diseas^ present in the population in 
hidden, sub-clinical form, the vjflnerabiEty of the popul^e— or parts 
of it— may be increasing. Thfe would probably not be known ^til 
there was an actual outbreak of, s^y, diphtheria! 

Another interesting development with some potential for redjicing 
national immunities is that du^g the 1960's vital statistics indicated 
that there were no cases of sitiallpox, but a fairly predictable dozen 
or so deaths per year attributkble to the vaccination. One possible 
jud^ent would have been thjat these constitute an acceptably low 
number of deaths, the cost of maintaining protection against an awful, 
killing, and disfiguring disease. But the obviousness of the original 
threat has faded, and the value that has prevailed is that society should^ 
not require a procedure that has even this risk factor. So required 
smallpox reimmunizations fbr school attendance are disappearing, and 
unless parents accept the personal responsibility for making sure their 
children's immunity is satisfactory the portion of the population vulner- 
aBle to the disease smmlpox will rise. In summary, our control of 
infectious diseases ^nd conditions is quite commendable (though far 
from perfect) and should stay this way and improve if the life forms 
in the microscopic world stay relatively constant and predictable. And 
over this we have little control 

IS LARGER HEALTHIER? Reduction in incidence of certain dis- 
eases is an indication of health progress; are there other physical 
measures? The Fifth Edition of this book took the logical position that 
reduced infections, hotter nutrition, and hpttdr living conditions made 
for better physical hedth, which resulted in increased weight and height 
averages for AmericaS children. It is often assumed that continued 
growth automatically equates with better health. However, there. js. no 
clear, agreed-upon, proven ideal size for children, youth, or adMfe,^d 
so perhaps we have acceded to the good ol' American standa]ki^^f-|H|^^ 
bigger, the better. There is little doubt that a good seven foot basketblH 
center is better than the typical six foot three tip-ofiF man of a quarter 
century^ back and the two himdred sixty poimd pro lineman is more 
effective than his counterpart at two himdred ten pounds. But as our 
population increases and then agglomerates in urban areas, will larger 
size make for better functioning? Driving smaller automobiles would 
conserve gasoline. Will increasing size be a healthy trend? The typical 
U.S. yoimgster enjoys one of the best protein-rich diets in the world, 
wSt^ whole milk, eggs, beef, and pork as mam sources of complete 
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amino-acid building blocks. Yet these also may^ start typical Dick and 
J^e Americans off with regular high saturated fat diets, which some 
medical scientists feel encourage the build-up in cholesterol m the 
ci^ulatory system. Eating patterns established in childhood and youth, 
based on a minimum of three t^alanc^ meals each- day plus socially 
valuable snack times, if not changed when the person becomes a more 
sedentary adult, can result in ovemutrition witU' .resulting obesity, 
which may impede full functioning in the physical, social, and mental 
dimensions. . . ~ 

ISSADAPTATION HEAiTHY?'' thus, nutritional: scientists observed 
the undesirable effects of certain "deficiencies and then determined 
logically and empirically that providhjg the deficient nutrient would 
and did correct the deficiency and thus make for better health. This 
correcting'the-deficiency modality obviously w^ bene^cial because 
without the deficiency the ^patifent functioned more fully in the observ- 
able now. IBut Dubos suggests both an ^intriguing and a disturbing* 
contraindication. The developmental history ..of human beings, from 
^a ifutritional perspective, has largely been one. ^)f feast and famine, with 
^irregularities and cyclical changes in food availitble. Each early human 
obviously had to develop the adaptive mechanisms for this situation 
if he/she was to survive. Dubos says, "It may turn dut that a nutritional 
way of living permitting continuous growth at a maximum rate may 
have unfortunate distant results ... [by not] providing an opportunity 
for the operation of certain emergency mechanises built by nature into 
the human body."^ K the body does not have lo adapt, it "may not 
develop the mechanism to do so. Thus, ' it is" possible that civilized 
people could see their ^analogue in the laboratory animal raised in a 
germ free environment. It grows beautifully and functions well within 
its environment, but cannot survive and function well outside, then, 
in a true scientific sense we and our children are part of an experiment.^ 
The hypothesis we axe testing is that regular, balanced meals leading 
to maximum growth will praiuce healthy human beings who can func- 
tiojQ well in all kinds of situations. Obviously this test must run over 
sonietime and encompass many situations, including natural ones in 
which the expected good is not present. Our hypothesis still seems a 
good one; we just must not claim, with too much^ dogmatism, the 
superiority of bigger is better. 

DEATH AS PROBLEM. Quite obvi6usly my treatment of our health 
progress did not include a clear diff^ireintiation from our problems. In 
a real sense some of our progress sow^ the seed for new problems, and 
our problems provide the challeng^! f6r real progress. 

6Du1)0s,Rene, Mirage of Health, pg. 155. 

it. ' 
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As already indicated, the public and tfie medical profession ia 
general tend to see the number oiffg problem as the vadous caiises of 
death. Progress in solving this problem— i.e., postponing death and 
prolonging life— seems generally commendable. This, however, presents 
us with the increasing problem of maintaining the desired reverence and 
respect for and value upon human life. If the focus is on the young, 
as health education in the school typically is, then the number one 
problem is not so much sidestepping threats to one's e^iistence and 
thereby avoiding death. It isn't even a ;|>roblem, really; it is the chal- 
lenge of living life as fully as possible in the midst of threats to its quality. 

However, let us look at ^^e reasons for death, their causes and 
possible solutions. As already chronicled, accidents are the major cause 
of the eaj:ly demise 6t children and youth. The basic reasons for thii 
phenomenon can be differentiated as (1) the relatively large numbers 
of the young (2) the complexity of the culture, where learning safe • 
behavior is not only tune-consummg but virtually continuSus (3) the 
appeals of risk-taking, behavior over safer behaviof and (4) chance — or 
the fact that things ^ust do not ^always happen the way they should 
or usually do. If there are reasons for accidents, then reduction of this 
mortality category would hinge on these being changed. The chances? 

i . Well, the numbers of youth are beilig reduced, but the general trend 
seems to be to more complexity in the culture rather than less. Perhaps 
there are ways to condition children more completely toward safe rather 
than risky behavior, but it does not seem clear that we want to take 
the risk of using them universally. Since chance is a factor oVer which, 
by definition, we have little control, there seem to be no evident ways 

^ to make the worid utteriy predictable.' So, we would affect some reduQ- 
tion in numbers and even rate of accidents,but, barring some unforeseen 

^ snatcher of lives (e.g., radiatioq, some mutated microorganism), acci- . 

dents seem (pertain to remain numBtfr one. Mostly, remember, because 
\ there are real competitors for the' lives of our basically healthy 
yougg people. 

Death from- malignancies could be reduced when medical science 
discovers the reason or reasons why deranged and disorderly cells begin 
to grow. If there are factors that start a cancer, can these be prevented 
or effectively destroyed in eariy stages? If normal body factors that* 
prevent development of malignancies m most individuals are missing or • 
deficient in a relative few, can these factors be stimulated or provided? 
So, basic discovery and stbsequent translation into practical prevention 
and treatment are. the first requisites; then relative success .Would hinge 
on the comprehensiveness of the healtft^nd medical care delivery system 
(including health education) and the priority evolved for the young. 

Deaths from congenital malformations and forms of heart disease 
reject a generally poor capacity to adapt-to the worid and its various 

ERIC trss, 
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potentid threats. A perspective to set quickly is that many children and 
youth With congenital mal4)nnation? and heart disease do survive; some 
live relatively normdly, others live with difficulty (6ften sustained by 
some super-desire to be a part of this world's human community), and 
others barely survive, often kept alive by complex medical technology* 
Improvement in mortality rates, then, woyld come from more discovery 
and implementation and perhaps from the yet relatively speculative field 
of biological engineering. Creative tampering within this field mi^t 
prevent certain predictable anomalies. Yet, agmn, real success would 
come only with their availability to all of the population. 

Homicide and suicide, two growiog reasons for youth death, can 
be catalogued on a sociological matrix pointing to the many ways in 
which the society does not allow all children and youth to develop 
positive attitudes and their full potential. An?celectic combuiatiott leads 
to the broad generalization , that some of the young have spells of 
genmnely poor personal adaptation to the culture. Translated, this can 
mean that th^ culture makes it possible for a youth to possess a loaded 
handgun; in certain ways it encouragps animosities between groups; and 
it still indicates there is a good in defending the honor of one's family, 
friends, or group. So, when Sam calls Johnny Bob's sister a name 
reflecting on her virtue, Johnny Bob can get angry endugh with Sam 
md what he represents to shoot hun and kill hun. Objectively, this is 
poor adaptation on both of their parts and should be prevented. But, 
again, there are many ways to prevent other destructive or self- 
destructive behavior . . . tfiat work witfi tfie big majority. We sunply 
are not able or willing to try for perfection. 

ABUSE OF MOOD MODIFYING SUBSTANCES. <^o reiterate the 
general philosophy of this chapter: the health problems of children and 
youth are not so much those that kill as those that reduce present ' 
functioning and that abort growth and development so that future func- 
tioning as an adult is seriously jeopardized. Some examples of such 
that are prominent in the first portiotf of the 1970's are ' abuse of 
substances that modify mood and behavior (alcohol and other forms oiE 
drug substances), venereal disease, and several forms of mental illness. 
Of course, tfiere are also some deaths due to driviug while intoxicated, 
to heroin and barbiturate overdoses, and to bizarre behavior while on 
some other drug trip. However, the effects on behavior (short of death) 
are more reason for educational concern at this time. The perspective, 
which may be becoming a familiar one, is that the majority of young 
people do .not abuse themselves witii alcohol or with drugs; some of 
these do not use mood and behavior modifymg substances at all, and 
others use them mfrequently. . C' 

Of course, the substances are available m a wide range of fo^mSj^ 
they do chemically change the mind functioning, and changes from^ 
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normal are often harmful. The greatest potential health hazard, how- 
ever, is that yomig abusers may not learp other, more useful (and often 
more difficult) forms of adjustment to life circumstances and thus are 
unprepared to live and function as adults without chemical crutches. 
It is thus an interesting value question whether it is healthier for a 
young abuser to survive all threats to life and then Uve a long life as a 
personally miserable human, inflicting misery and expense on others, 
and contributing Uttle or nothing to the life of others or to society. 

VECJteREAL DISEASE. VR is another recognized health problem of 
youth. It wiU be argued by some, that VD is the problem, while others 
counter that VD is only a result of the problem of promiscuous sexual 
mtercourse, heterosexual and homosexual. In classic disease ^alysis, 
the main effect is slow-deterioration of body tissues and organs, resulting 
in premature death. Gonorrhea has two more immediate results, which 
would qualify it as a youth health problem— pain (in the male, mamly), 
which can reduce normal functionmg, and potential sterility, eliminating 
the possibility of being a biological parent. The venereal diseases, how- 
ever, deserve more than the label of mental and social problems. Our 
general social values equate contracting VD with being outside the 
mores of the culture that encourages feelings of ^ame, guilt, and 
anxiety. Receiving a case of syphilis from a friencTis considered far 
from the ideal Valentine's Day gift, and the passing on of same tends 
to provoke emotional and social upset. Thus, the ultimate problem may 
be one of a lack of responsibility— a lack, of feeling and concern for 
others, when this may interfere with one's own pleasure. 

Concepts of mental ill-health continue to evolve, with more viable 
and practiced forms of treatment and prevention' than in years past. 
Qassic forms of schizophrenia, for example, continue to occur in a few 
instances, but the health problems are more abundant in the larger 
numbers of young Americans who have much less sense of self-identity 
than they aspire to have, who exhibit purposelessness and an often 
frightening degree of anomie, who lack the^esire for association with 
other persons and with institutions, and who suffer from paralyzing 
spells of depression. These departures from health obviously have some 
ring-around-the-rosy relationship to alcohol and drug abiike, sexual 
promiscuity, homicide, suicide, and accidents. Discussion'^each will 
be expanded later in conjunction with the health educational challenges 
unique to each and common to all 

One other problem of youth often discussed in term of lamentation 
is DENTAL ILL-HEALTH. This mcludes tooth decay, broken teeth, 
poor tooth alignment, iUness of the oral cavity, and their effects on 
general health. It is true that the knowledge and skill to repair and 
even prevent oral problems has increased tremendously in the last few 
decades, but is available to only a limited portion of the population., 

ER?C 
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We probably do as much educating for good mouth care as for any 
other aspect of health in the elementary years. But most of the good 
practices (mainly brushing and flossing the teeth a tune or two each day) 
are about neutralized or overcome by such factors as our civilized diet. 
Repair is necessary for most persons. People seldom die of dental 
problems so they have not the urgency of less widespread but potentially 
more fatal conditions. There are barely enough dentists to take care 
of present demands, and, except for emergencies, even conscientious 
people often must wait ^months for appointments. As supply does 
increase, demand rises even beyond. We have an able and dedicated 
professional cadre of dentists, hygienists, and technicians, who do 
miraculous work on individual mouths, but fall ever behind in being 
able to do much for all. And we, the society, sort of accept this as one 
of our endemic problems^ It is increasingly clear that prevention through 
self-care is the only possible solution at this time. ' 

FULLER FUNCTIONING. Finally, the goal .of pre-pfofessionals and 
professionals, at any and all levels, perusing this book is to encourage 
better health or fuller capacity to function as human beings, perhaps 
more specifically for Americans and particularly for children and youth. 
In some ways the culture is making progress toward this goal. In other 
ways, we seem to be creating new problems or threats to health. For 
example, within the last several decades we have experienced the devel- 
opment and accessibility of both penicillin and DDT. In yet other ways, 
our progress — our solutions— directly creates new problems, which then 
necessitates "deciding what we can tolerate and what problems must be 
(at least partially) resolved. Health education deals with both treatment 
and prevention. Prevention is the greater challenge, but is the more 
difficult td demonstrate. Health education deals with facts and with 
valuing. Dealing with valuing is the greater challenge, yQt iHs more 
difficult to evaluate. For jvhat is success? It certainly is not just^etting 
students to accept the educator's personal values (though these may be 
quite desurable). But the task of CA^aluating any exercise in value classi- 
fication is a value dilemma in itself. One class explores the values 
involved in marijuana le^slation; about half accepts society's right to 
protect itself against free use of another mood modi^fier, while the other 
half values the right of the individual to' decide whether she/he will 
or will not use such a subst^ce. All simply do not see its potential 
danger in the same way. Another class tries tONs^slarify the values 
involved in death; about 60 percent come to feel that after a certain 
age, say 70 years, death should be considered natural and no attempts 
made to prolong life; the other students value life more and feel each 
life should be maintained as Jong as possible. Is one value better than 
another? Or can the teacher be satisfied and have the faith that the 
process of valuing is the important item to be learned? 
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A SimiMARY 

• StatBs of health is more a matter of how well people are functioning 
than merely not dying of certain conditions. 

• Health results from some balance between positive living (preven- 
tion) and proper, appropriate treatment and cure of iUness and 
disability. 

• Adaptation is a necessity for health, and young Americans must 
adapt to a variety of tlireats, mcludmg those mental and social. 

• As the U.S. population increases in average age there will be need 
for more medical care^it has not yet been detennined how sufch 
will be provided. - * 

• The effects of mfectious disease's are not as evident as ia tunes 
past, but levels of immunity must be kept high. 

• Largerbodiesmay not mean healthier humans. 

• Causes of accidents, suicide, venereal disease, drug abuse, and many 
emotional disturbances are known, but the cultur^^^seems unwilUhg 
to take the steps that could elimmate them. 

Radical education does not fold up because all patients do not 
recover and live forever. General education does not fade away 
because what is learned is not remembered and utilized. So health 
education should not fret and fume because all people do not live 
healthfully. We have made progress. There is still more to be made. ' 
What we do may make some differences. Doesn't this possibility 
deserve our best? 
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YheNatiire 

Hi 

llie Learners 

**Lce is just like her*fatbcr - . . she understands what she yeads 
butisslow»slow.. 

"I notice a great difference in Tim this year, particularly in his 
abiliQr to control his temper.*' 

**I wish Geraldine were more interested in hoys; I guess she's 
normal enough, but 1 certmnly was interested at her age!" 

"My son Jonathan handles the ball well and is developing a 
consistent shot . . . he's gotag to be a good basketball player when 
he gets to high schooU* 

"Karen certainly gets depressed and moody when she has her 
period . ♦ , I didn't think that happened anymore." 
^ **Remcmber when Reg^e was a wUd, black militant . . . now he's 
studying hard to get to college and medical school." 

*'Gus and Helen seem young, but they say they've really considered 
everything carefiiUy ^pd definitely are m love and want to get married/' 

When health education takes place, there is a Ieamer($), somethuig 
to be learned (knowledge, attitude^ process, behavior), and a learning 
cnvuronment In the school setting for health instruction (a type of 
more formalized, planned and predictable education), there h tjjically 
a group of learners or a class and a teacher and possibly other learning 
facilitators. This chapter will focus on the nature of the first listed 
essential— the learners^ The ^dtal questions to be probed are; What are 
learners like? and Which of their characteristics most affect their 
learning? 

The 'descriptive comments above are representative of some of 
these characteristics in learners; It wpuld be a reasonable, orfliodox 
approach to this task to say some things first about little chttdren, then 
bigger pre-adolescent children, and, finally, adolescents. Hiis ^e of 
analysis you have read before; so how about usuig tiie School 'Healtii 
Education Study's three Kfey Concepts^ as tiie baisic frame of reference. 

TI^REE KEYS. . . . Accokng to tiie School Healfli Education Study's 
thinking, bU healtii education should help develop these three Key 

■ ^Schoor Health Education Study Writing Group, Health Education. A 
Conceptual Approach to Curticulum^ Design. St Paul: 3M Education Press, 
19o7* PS* lo« 
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Concepts, which are \the big*picture living processes underlying the 
health of the individual. ' 

• Growing and Developing is the on-going process that b^gms with 
. conception and concludes with death, a process that strongly influ- 
ences the basic, predictable ways in which an individual behaves. - 

• Interacting is the process by which the individual relates actively 
to her/his environment in situations, more or less unconsciously. 

• Decision-making is the process of Qpnsciously choosing to act one 
way rather than smother . . ..to do somefliing ... or not do 
something. 

These concepts interrelate comparably to the dimensions described 
in Chapter'' 11; there is no necessary order or set relationships. Out 
of a situation of interacting, a person makes a decision, definitely influ- 
enced by how she/he has grown and developed to that point. The 
decision brings further situations of injeractuig, perhaps more decisions 
... and all of this influences the growmg and developmg process, as it 
is influenced by past growing and developing? Each concept, because 
it is a process underlying health, has all of the dimensions— physical, 
emotional, mental, social ... and perhaps spiritual and aesthetic. But 
let's try the personal rather than the abstract.- 

THREE CONCEPTS IN HUMAN LIVING. By the time they are 
ready for school. Matt and Lucy each have mteracted with then: parents 
enough to know some things about marriage. Each has grown and 
developed as a child in the family of a married couple and is aware 
of some ways husband and wife relate to each other. Lucy and Matt 
mteract with each other occasionally as they progress through school 
At one point their mteracting is described, by Matt, as the verse 
of a song.2 



1 know that Lucy Higgins still loVes me ^ 
'Cause she hit me with her lunch, pail 

When I kickeld her on the knee . 

They each grow and develop into puberty and occasionally interact by 
dating. Both decide they woyld like to. go with each other seriously 
and so begin to interact m a more purposeful fashion. They begin to 
grow and develop as»a couple, doing an increasing number of things 
together and discovering* more and more about each other. They each 
graduate from high school, make some career decisions and enter into 
gome leaming-to-work training. Their personal relationship has grown 
into one of mutual attraction and love. They make many cjecisions 
about their sexual interacting! They also feel it is wtee to postpone 
marriage for awhile. They continue to grow and develop as a loviftg 

2 From "Go TcU Roger*' by John Stewart and Randy Cicrly. © 1965 Irving 
Music Inc. (BMI). AU ri^ts reserved. Used by permission. 
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couple, and, with the approval of their parents and friends, finally make 
the decision to marry. Their growing and developing continues . . . 
as they begin the next generation reenactment of marriage. 

NOW, ONE BY ONE, Havmg portrayed these three Key Concepts in 
their natural interrelating existence, let's now use them one by one, as 
the framework for illummatmg the nature of young learners. 

••Each human bemg grdWs and develops m some ways like all other 
humane in some ways like some others, and in some ways like no other 
creature."^ It should be obvious that a teacher recognizes that all 
students in a class have not grown and developed in a like way or at 
the same rate. At the same' time, ;vithout being able to assume some 
commonalities, a teacher.could do nothing with a class — and education 
would have to consist of one adult teaching one child. 

Schools developed out of a comj^exity of reasons, but two that 
are pertinent here are: 

(1 ) As knowledge increased and life became some\^*at more com- 
plex, cultures realized that all adults did not know enough about every- 
thing to adequately teach a child what she/he should know^ so teaching 
became a vocation. 

(2) As adults began to concentrate on vocations (baking, black- 
smithing, trading, tailoring), they began to favor the development of 
schools so that less total adult time was spent teaching. Even though 
teaching a class of youngsters of even fairly like ignorance is inefficient 
compared to individual teaching, it is less frustrating for the majority 
of non-teaching adults. In summary, maximum learning for all does 
not occur^in schools because growing and developing is not identical 
for each youngster. Howeverj schools can point to some accomplish- 
ments because there is some predictable comparability in growing and 
developing. 

Children and youth grow and develop in their capacity to perceive 
phenomena, to differentiate between such, and to generalize from what 
they 'experience. A general example: A first grader may know that 
beer is oite of the things that some adults drink; a fifth grader may 
know that beer is an alcoholic beverage, related to, but milder than, 
wine^ whiskey and other bottled goods sold in liquor stores; a tenth 
grader may know what beer tastes like and what its possible effects are; 
a twelfth grader may know a variety of brands and when and where ^ 
beer drinking is and is not appropriate . . . and why. This growing and 
developing obviously can proceed at different rates for different kids, 
but it still is a process with some general predictability. 

Youngsters grow and develop in their ^capacities to remember, 
memorize, reason, and finally, develop concepts — summaries of experi-' 

^ . 

8 School Health Education Study Wanting Group, Health Education, pg. 16. 
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ences that give order to perceptions and help to guide behavior. These 
^capacities derive from some unquantifiable admixture of hereditary and 
environmental factors. The most general assumption* is that heredity 
determines some ceiling on performance (on, say memorizing), and the 
cjnvironment pushes one toward or holds one back from achieving this 
theoretical capacity. Intelligence and aptitude tests are designed to 
measure this inherent capacity, but since these cannot be administered 
until after a goodly amount of environmental influence, there is no total 
agreement that any test can show clearly a person's hereditary potential. 
The majority of relatively traditional schools-assume fairly regular men- 
tal growth and development as a norm for %11 students. **By the end of 
fourth grade, Charlie and Susie and Slats ^d . . . should have achieved 
this ... and * this ... or she/he flunks. And flunkmg is not a good 
thing to do." The fact that the process is not as uniform as the school 
assumes is one basis for difliculty students have in school. Some are 
not able to keep up, while others are bored and bitter over the time 
spent on something they already have learned and know. 

Another phenomenon exceedingly important to learning is atten- 
tion span, also presumed to increase gradually and steadily as matura- 
tion takes place. Without attention the teacher can dkect^o predictable 
learning, and only^ as learners can keep their attention on the idea or 
process can they learn it well. Part of this growing and developing 
process is mentd (capacity to direct and control the mind) and part is 
emotional (capacity to control emotions so that they do not interfere 
with this focusmg of the mtellect). Students ahnost always have less 
attention span than the teacher, but the teacher may persist with a point 
anyway. Various forms of reward and punishment are devised and 
utilized to mcjrease attention span. Like, 'This will be the focus of the 
most important question on Friday's test!" or, "Who would like to find 
a fihn that explains this idea for the class?" or some other positive thing. 

Growings and development in the emotional dimension of being is 
certainly not an even, steady process^ for each lad and lass. Still, the 
general ability being developed is that of expressing and controlling 
emotions and feelings — learning to express feelings that need to be 
outwardly evidenced and to inhibit those that hamper good relations 
with teachers and other learners. The school, because it has to function 
as a social institution, too often may seem more interested in the young 
learner's controLof emotions such as anger, jealousy, greed, and selfish- 
ness than in expressmg feelings of gratitude, love, and desire to share. 
It is gratifyhig to biow that there are schools that place as much 
emphasis on the latter characteristics as the former. ^ . 

As with academic achievement, the school tends to expect fairly 
steady and predictable movement toward maturity in emotional expres- 
sion. When this expectation is not met, the deviant may be beginnmg 
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to grow and develop as a troublemaker Cm his/her own eyes as well 
as those of the school) ... or as an isolate not able to ^nter into 
interactions as expected 

One interestmg predictable — and yet unpredictable — stage in emo- 
tional growmg and developing comes in adolescence when it is fairly 
normal for them to act inconsistently. One day Melody may be very 
touchy and overreact, particularly to requests made of hen The next 
day she may underract, seeming to be exceedingly lethargic and non- 
interested. During this period, teachers or parents cannot assume that 
the way Patrick responds is the way Patrick really feels. He may seem 
hyper-interested one day and volunteer to do all kinds of thmgs ... and 
never do them. Anothettime he may seem very uninterested, but some 
later evaluation shows he really was interested and learned . • . but 
didn't appear tb eveil be there. Experimentation may be part of this • . . 
the need to really try something that ^ reason and good sense suggests 
is dangerous. Thus, for some youngsters, the message that drug use, 
for example, is dangerojis, may be, m efifect, an heriddic challenge to 
see for themselves. It is unportant for adults to realize this possible 
place in development and not expect complete rational adult responses. 
Nor should they be too quick to react to adolescent responses as if they 
were inappropriate adult behaviors. 

Other characteristics, with some elements of both the mental and 
the emotional that schools, teachers and parents assume will develop 
steadily and noticeably are self-discipline, the ability to carry out tasks 
to completion in the time allotted (despite frustrations), and self- 
direction, the capacity to function well without direct and constant adult 
supervision* Youngsters m whom these characteristics develop early or 
as expected tend to b^ good students, active in other school affairs, and 
able to participate in out-of-school activities as well. Those who are 
self-disciplined and self-durected tend to be the leaders of most groups. 

Perhaps the most general and important growing and developing 
is in the concept of and the acceptance of self as a unique, individual 
human bemg. This obviously begins to show early in life, before school, 
in a child knowmg her/his name and responding to it ... in claiming 
some things as hers/ his . . . etc. Schools encourage this trend by requir- 
ing each student to "Put your name on your paper** and "Do your own 
work**. • , even defining cheating, a behavior defined as undesirable, 
as presentmg someone else*s answer as your own. It is interesting 
to note that this definition is merely a culturSd choice; in a mdre 
communally-oriented culture cheating could be defined as "putting down 
an individualistic answer you have not shared with the group.** " 

^OAL-INTERDEPENDENCE. Our culture, then, encourages each 
young citizen to grow and develop as an individual — to move away 
fron^ dependence on and identification with others into a state of 
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independence, the achievement of this is not considered an etid in 
itself. From a perspective of health, the attaining of independence 
allows one to comfortably move on into a state of interdependence that 
is an admixture of being independent self, having others dependent on 
you, and being voluntarily dependent on others. 

Schools generally assume thai this development goes on at a some- 
what uniform rate, as evidenced by teacher statements such as, "Most 
of my fifth graders couldn't carry through that independent a project" 
. . ."Most of my eighth graders could do a project that independently, 
njv but I would have to give them continuing guidance" . . . "Most of my 
twelfth graders can devise, organize, and carry out that independent a 
project, with almost no supervision from me." This last statement may 
not represent the average teacher. Some teachers do hang on to the 
notion that students must be dependent on them. They do not really 
encourage the kind of independent learning that the final grade levels 
of required schooling should feature ... as a transition to non-school 
life where independence in learning is a necessity. Of course, the posture 
probably is a good one for students going to college, where the general 
environment in relation to learning in the freshman year is still one of 
considerable dependence^required courses and doing well on teacher- 
constructed and -graded examinations. So despke .^^ome assumption of 
uniform development, it is obvious from observation that there is no 
specified time that all young Americans become independQ.nt and then 
interdependent. We have a heterogeneous culture with many forces and 
counter-forces. Individuals respond differently to the forces. Some find 
independence easy and invigorating; others see no particular merit in it; 
still other find it frightening and unattractive. 

Thus, young people are pulled toward the state of mind emblazoned 
on a contemporary wall poster, which says, 

I do my thing, and you do your thing. 

I am not in this world to live up to your expectations. 

And you are not in this world to live up to mine. 

You are you and I am I. * 

And if by chance we find each other, it's beautiful. 

If not, it q^n't be helped.* 

I would add a line, "If not . . . it can't be helped." At the same time 
this hyper-individuality is challenged by social interacting that 'encour- 
ages the interdei^dence encapsulated in John Donne's words 
No man is an island entire of itself; every man is a piece of the 

continent, a part of the main; 
If a clod be washed away by the sea, Europe is the less as if a 
promontory were, as well as if a manor of thy 

* © Real People Press 1969. All rights reserved. 

5 Donne, John, Devotions XVII in Bartlett, John, Familiar Quotations. 
Boston: Little, Brown & Co.. 1955. pg. 218, 
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Friends or of thine own were; any man's dea^h diminishes Me 

because I am involved in mankind; and thelrefore cever 
Send to know for whom the bell tolls; it^'tolls f0r thee. 

The ideal healthy human, in our terms, is one wh(i is ^ble and likes to 
function independently, but also is able and likes td^e part of a group. 

PEER GROUPS. Peer groups begin to form even before school attend- 
ance, but the school setting encourages both format and informal, pro- 
ductive and relatively nonproductive groupings. In Lany schools, then, 
the child learns that his identity is not just Kevin S., and that, in the 
future, his own personal number is 275-.66-5477. He also learns that 
he is a student atFred Hein School in Ms. Appleby's sfecond-grade class. 
Ife also learns that he is in the Yellow Bird reading, group, rides on 
bus No. 17,. and may be in a group of boys who ^ to a movie on 
Saturday afternoon. He may also belong to another Woup in which 
hair is worn long enough to* be over the ears. * \ 

Youngsters grow and develop, then, as members of\ groups, some 
of which are not consistent in their expectations for meiilbers. Part of 
successful growth and development is the capacity to functibn in groups 
that are increasingly structured and task-oriented. Some\children in 
pre-adolescence, go through a stage of being in a neighborhood club or 
^ng, before more organized forms at schools or in th^ (iptomunity 
beckon. Perhaps in illustration of the flexibility or alterriative-otientation 
of our culture, the rules in one such clubhouse included the following: 
' 9. Do not turn on the hose. \ 
10. If you turn on the hose, be sure and turn it off again.' \ 

Another, part of successful adaptation is'being a good, functiUing 
member of several perhaps incongruous groups at the same time. As I 
think back to my, high school days, I find myself functioning. as theison 
in a small family, as a member of athletic teams, as a member d|F a 
rather non-scholasticaUy oriented fraternity, as a member of such intel- 
lectual enterprises as the Writer's Club, Bohemian Club, Honor Society, 
and a church youth group. Most of these were unrelated to each other 
much of the time, so I tended to function somewhat differently in each 
one. Perhaps this was necessary preparation for adult life. In a fit of 
frustration some years back, I identified at least thirteen different roles 
I was currently playing, many of which were not only incongruous but 
competitive— like being a writer and being a husband ... and a father. 
Or, perhaps, it was only because I had grown and developed as I did 
through the teens that I am able to balance the many disparate grabs 
for my time, attention, and commitment. 

THE GROWTH AND DEVELOPMENT THAT HURTS. Naturally, 
all of growing and developing is not positive or neutral. Most young 
p^ple who grow and develop as drug users and abusers, for example, 

ERIC . ; 1 % 
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also grow and develop as members of a group that is using drugs. The , 
most diflBcult use{)attem to change then, becomes one in which (1) the 
social group associations are positive and pleasant (or perhaps there are 
no real alternatives), (2) the user knows what he/she is domg and 
feels no shame or regret about it, (3) the physical effects are generally 
desirable and not often pamful and (4) the experience seems often to be 
an uplifting one aestheticailly and spiritually. This is total hookedness. 
For the individual to begin to grow and develop as a non-user (or at 
least as a non-abuser), there must be some change in reinforcement 
patterns, and the dimension most vulnerable to outside influence often 
is the social influence of others. Synanon initiated the model for effective 
rehabilitation from drug abuse with the li1^e-in facility. Their ethic.was 
that anyone who was "heavy into drugs" pri)bably had no personality 
structure worth saving. Therefore, the group united in its desire to give 
xtp dnigs could help one another, through often vicious confrontations 
in the synanon group sessions, to develop new, functional personalities. 
Group reinforcement of non-use and of new ways of thinking is as 
necessary as it was when the person was drug-using. 

COMFORTABLE IN GROUPS. All of this analysis leads to the 
genei^ialization that as children develop into pre-adolescents and on into 
teenagers they become more able to work productively in groups in 
classroom-directed learning activities. By high school, many youngsters 
can function m groups with a good deal of independence and can take 
themselves into some genuine experiences in learning. This is a process 
that will be possible to use throughout life, so becoming comfortable 
with it in school is a valuable health .education experience. 

AT LAST • • • THE PHYSICALI Although commonly associated with 
the physical, the growing and developing concept belongs ho more to 
the physi^ realm than to any other. 

Growing and developing begips at conception with the merging of 
the nuclei of the ^erm and the ovum and the alignment of chromosomes 
that precedes the first mitosis into two cells, then four, eight and * . . . 
There are a. number of insults to the mother's physiology that can 
adversely affect the developing embryo . . . and then fetus . . . such as 
certain mfections (measles) and drugSr— both legal and illicit. We^ 
continue to make progress in identifying these hazards and preventing 
their occurrence or treating their aftermaths. The most obvious post- 
natal influence 6n developmental processes, however, is the size of the 
child at birth. Pregnancies average 280 days, but that exact tune of 
conception often is impossible to ascertain. More importantly, pedi- 
atricians now know that the relative size of the baby at birth is the keys^ 
factor. If it is below five and one-half pounds, it is considered premature, 
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and the less it weighs the more growth and developmental problems 
it is likely, to have throughout childhood— and life. 

Physical growth is occurring as the chUd enters school and, again, 
not at the same rate for all youngsters, but with an assumed median 
regular steadiness, except in late childhood or early adolescence when 
a spurt is expected. 

Development in the physical arena impUes the increasing -capacity 
to use, with effectiveness, the structures that have grown. Bones and 
muscles grow, and coordination in the use of these structures increases, 
mih large muscle coordipations earlier than smaUer Muscle coordina- 
tions. Stamina also increases, so that longer and more sustained muscle 
activi^i| possible. ' 

HANDEDNESS. Handedness is probably evident by the tune the child 
comes to school. Since there are some obvious day-to-day advantages 
of bemg right-handed as the majority of Americans are, there are certain 
temptations to encourage a lefty to do more things with her/his right 

. hand. Most medical authorities caution that the consequences can be 
worse than the condition. To work against the dominance pattern that 
is developing may leave the child uncertain and unskilled with either 
hand, .and behind in many aspects of development. Now, obviously, 
some people must learn to use a non-dominant foot or hand, for some 
compelling reason, and since many do so without excessive trauma, 
there is no necessary tragedy with each releaming of handedness. With- 

. out a genuine reason for changing, however, the risk may hot seem 
worth running. 

CHEWING AND SMILING. .Each youngster normally starts growing 
^a set of baby teeth during the first year of life; these twenty small 
chewers develop and function during the first five or six years after birth', 
and then begin to loosen and fall out. The buds for the permanent teeth 
that now begin to appear fctoned before birth, but waited this dormant 
period before erupting. Since these are the teeth that the individual 
wiU have as a full-grown adult, they may look rather huge in a seven- 
or eight-year-old face. Growth and development in these teeth usually 
IS rather normal, meaning that they present a fairly even and balanced 
smile and that they meet in a functional bite for chewinglpurposes. 
However, there are variatioils from the norm'-children with missing 
teeth, too many teeth, crooked teeth, and teeth that do not meet and 
chew comfortably. The discomfort of these abnormaUties may^ interfere 
with learning, or the self-consciousness and feelings of personal chagrin 
may work against full attention to learning, or the process of repair 
(braces, retainers, headbands, etc.) may detracj, temporarily, from full 
learning. One unfortunately negative form of growing and developing 
is that of dental caries. The normal, accepted American diet and inade- 
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quate mouth care patterns encourage the development of tooth decay, 
which eventually becomes painful and distractive if not repaired. -Be- 
cause it is not now feasible for all children and youth to get the dental 
,care they need (for the time being, at least), some must grow and 
develop adapting to whatever deficiencies are pre^pnt. 

OH, MY SKIN! The process of becoming an adolescent will be pain- 
fully evJdent in th^ facial skins of some young males and females. 
Unsightly blemishes, pimples, blackheads, and the most severe acne 
may make some youthful faces temporarily unattractive and, perhaps 
worse, cause amounts of anxiety and self-consciousness that definitely 
interfere with learning. Jeff and ^fancy^are slated to work together in 
a group tomofrow in their health class. Nancy, particularly, is looking 
forward to this* chance to interact with Jeflf. As she vieWs herself in 
the morning mirror, she is horrified by the sight of a giant pimple right 
on her nose. If she doesn't go to school she obviously cannot learn 
from the experiences there; if she goes, her attention to the subject will 
almost certainly be limited by her worry over Jeffs reaction to this 
blazing defect. Most skins finally clear up as adulthocrd approaches, but 
some are irreparably scarred by this passage — as are some of the 
percons bene^h the skins. Others, however, grow and develop a 
perepective on their mild disfigurement and lead full, happy lives despite' 
the early damage. Some persons continue to have pimples. The attitude 
of ''Nobody's perfect" can be a very 'healthy one. 

BECOMING AN ATllLETE. Youth who develop above average coor- 
dination, stamina, and particular abilities may well become members of 
competitive athletic teams and grow and develop as athletes: This iilay 
be only a part of all-around development, or it may become a focus 
for time, interest, and attention that interferes with classroom learning. 
Many schools are so committed to all-around development for all 
students that they require a certain amount of success in the classroom 
as a prerequisite ior athletic competition. This is supposed to stimulate 
a desire to achieve. If it does, fine; if it does not^ the schooljs, in effect, 
saying, ''If you do not succeed in Spanish and geometry, you may riot 
succeed in anything." Retaining high standards in any realm of life 
inevitably produces soiftfe individual human casualties. Then must cqme 
the judgment: Is the standard worth the casualties? Whatever decision 
IS made, it is rarely unanimous. 

SEXUALITY, In contrast, as soon as the birth process is completed, 
it is nearly always possible to hold the baby up and get unanimous 
judgment that "It's a girl!" or "It's a boy!" The judgment is made, of 
course, on the absence of the small but prominent penile protuberance 
and its accompanying small scrotal sac and the presence, instead, of a 
set of labia between the legs. At birth and until puberty^ these structures 
\ . ' * 
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function more as urinary passages, but they presage the growing and 
developing of the individual into a physiologically, hormonally function- 
, ing sexual being. ActuaUy, the conditioning for life as a male or female 
"begins with the first perception and announcement ("It's a . . . ."). 
The baby is given a name" (David or Dorothy), and certam colors and 
styles of garments seem more or less appropriate . . . then ribbons or 
no ribbons, lace or no lace . , . and then toys may begin to differentiate. 

THE START OF SCHOOL.^ By the time youngsters start kindi^rgarte'n 
or first grade, each has grown and developeS as boy or girl. Oh, one 
could identify some girls who might be called tomboys and some boys 
^ who might be called sissies, which signify that in behavior, the sexes 
definitely overlap. There have been times when length of hair has been 
a clear distinguishing factor of identifying males or females. There have 
been times when clothes worn to school constituted a differentiating 
factor; this is not one of those times : . except if someone does wear 
a dress she is very probably a female. Males go to toUet rooms markfcd 
"Boys"; females go to ones marked ."Girls. Girls' rooms have closed 
toilets. Boys' toUets have urinal space as well. 

POTENTIAL DIFFERENCES DEVELOP INTO REAL. During the 
early elementary years, there are no general differences between girls 
and boys, except for their urination equipment ... and their potentials. 
But by the fourth grade (oh, it could happen in the third), the T-shirts 
and tight dresses of a few girls are beginning to bulge a bit in the breast 
areas. By sixth grade, or about twelve years of age, most girls have 
symbolically passed puberty by beginning to menstruate, an indication 
that growing and developing has brought the reproductive system into 
functioning. Their hips widen. Hau" grows under tiie arms and over the 
labia that covers the vagina between the legs (this is actually a form 
of fur, since it grows to a certain length and stops; no cutting, as for 
head hau", is necessary). Menstruation also brings on the cycle of 
female hormone production, responsible for the reproduction potential, 
for certain female characteristics, and, perhaps, for women's reduced 
susceptibility to heart and circulatory disease. 

In boys, the pubertal changes come, on the average, a year and a 
half to two years later, but still far in advance of any need to use the 
reproductive system responsibly in our society. In boys, the penis, 
enlarges in length and diamct6r and^ the scrotum and testicles inside , 
enlarge. In no way is puberty marked as dramatically., as with giris' 
menstruation. Puberty for boys is marked by the production and dis-'' 
charge of mature spermatozoa. Hair begins to grow under the arms 
and around the penis, and hair begins to grow on the face— the begin- 
ning, for most* American males, of a lifetime of daily shaving. The 
muscular system, under the influence of the male hormones now being 
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secreted, begins to harden and becomes capable of harder and longer 
work* The shoulders tend to widen, and the muscles tend to bulge more 
than those of femdes. 

ALL SOME OF EACH. In terms of sex hormone production, 
no one probably is, or has ever been, completely male or entirely 
female. We all are combuiations, with even masculine males an3 fem- 
imne females befag 80%-20%, or even 70%-30%. It also happens 
that there are some 60%-40%, who are identified as one sex or the 
other, buj^have many characteristics of the other—because they have a 
goodly supply of the "other" hormones. So, Benny is a male, but his 
liuscles are rather soft (and he really does not desire to build them up), 
his breast tissue is more enlarged than that of mbstboys, his facial hair 
is sparse, and Ws^voice just didn't deepen irery much. Annie is a strap- 
ping, strong girl with wide shoulders and narrow hips. Her muscles are 
Hard and well-developed. Her breasts are small and rarely mterfere wi^ 
her vigorous activities. She is hairier than most ^rls, with almost an 
embarrassing growth of hair on her upper lip. Her voice is low and 
powerful. 

Now, the point to be made, without bothering to argue whether 
Benny and Annie are normd or not, is that post-pubertal humans who 
have strong male hormones are designed for physical work and vigorous 
exercise, with wide shoulders, narrow hips to make movement easier, 
bulky and/or supple muscfes and minunal breast tissue to interfere with 
movement. There also may be more tendency to be aggressive, to 
tackle a hard job, and to fi^t for one's rights, but these certainly are 
learned behaviors. Jhus, the influence of hormones probably cannot 
beomeasured accurately. Conversely, humans with strong female hor- 
mones are more inclined to have a soft, curvy musculature, large breast 
tissue, wider and fatter hips, and thus be less well designed for muscular 
effort. They also may be more passive, more compassionate, md less 
competitive, but these cannot be separated from learned behaviors, 
these probably are best called masculme and feminine extremes. 
Through most of .our nation's history, these could be called nforms for 
males ^d females, but with unmediate concession that there were 
some exceptions. 

NORMAL? Today, we are not sure what to call normal. There are 
strong forces to reduce the differences between normal growmg and 
developing of boys atfd girls after puberty— to consider more behaviors 
as' potentially normal that used to be considered deviant. Smce we are 
not at all surecthat labelling some person as different ot\ abnormal did 
him/her or the society any good, we are justifiably trying out the 
opposite tack. , >-Ki 
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As sexual beings, however, boys and girls in late elementary, junior 
high and high school are growing and developuig in their thinking about 
and imagming encounters with the opposite sex— some realistic ... 
some fantasy. This unagining may sometimes be accompanied by 
masturbation as a fuUer simulation of the sexual act. In encounters 
with members- of the opposite sex, in talking with one's own sex-mate 
about sex and particularly representatives of the "opposite," and m 
experiendng some sexual situations, each mdividual is developuig a 
pattern of behavior— as sexuaUy aggressive, sexuaUy shy, sexuaUy 
promiscuous, sexuaUy selective or sexuaUy receptive. Such patterns 
always can be changed, but to the extent that if any one is repeatedly 
reinforced, it tends to produce predictable behavior, unless real eflFort 
IS made to change. 

REPRODUCTION POTENTIAL. If we had universally eflFective con- 
traception for aU unmarried post-pubertal girls, the sexual system (the 
penis and .clitoris-vagina) and the reproductive system (testes- 
spermatozoa and uterus-FaUopian tubes-ovaries-ovum) would be func- 
tionaUy mdependeuL The fact is that at puberty both boys and gu:ls 
grow and^develop mstanUy into humans capable of the physiological 
process of reproduction. However, emotional, mental, and social 
growth mto a possibly eflFective parent is always a much longer process. 
TypicaUy, the sexual system is gouig to be exercised before it 
desirable for the reproductive system to function (in marriage as weU 
as before). 

SEX DISTRACTS. So, what does this add up to? Growing and devel- 
opuig as a sexual beuig often is a distractor from learning. In a r^atively 
free choice, competitive system of dating, courtship and marriafcsuch 
as ours, where dating and pairing oflF begin about midway through ^the 
school experience, the school setting becomes a natural arena for this 
activity. It is often much more compeUing of attention than classroom 
activities. There is stiU no agreement among school people or among 
health personnel that education about this developuig sexuaUty is a 
proper part of health education. Much opposition seems to center on 
the issue of whether the health teacher can do it weU enough. Some 
protest that this should be a private educational experience between 
parent and chUd ... perhaps with the help of clergy. Others contend 
that medical training is an essential prerequisite, whUe others, going not 
so'far, stiU argue that a sex educator should be especially educated and 
trained . . . beyond that of the typical health teacher. No resolution of 
this controversy seems to be in sight 

IN SUMMARY, then, educators must accept the fact that developing 
sexuaUty, dating, sexual fantasizmg, feeUngs of guUt and shame over 
sexual acts, planning for more sexual activity, actual premarital preg- 
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nancy, and actual or suspected venereal disease are going to be generally 
negative influences on achievement in school. This is an educational 
realm all its own, and most young people will consider it more impor- 
tant, at least at times, than causes of accidents, the Four Food Groups, 
and quacks and nostrums you should avoid .... 

Growing and developing is going on when the chUd enters school, 
and the school experience encompasses the important development from 
child to adolescent to young adult. The school has to assume some 
general, steady progress in most growing and developing, and then do 
what it can to help those who depart from the expected norm. Growing 
and developing can proceed in a number of ways, but when a student 
develops a pattern and reinforces it, it becomes diflScult to change. The 
opportunities for change can come in interacting and decision^making. 
"How . . . ?" you surely do ask. ' ^ 

INTERACTING is actively responding in some dimension or combi- 
nation of dimensions to things happening around one. In the intellectual 
realm, it refers to a person experiencing both abstract and concrete 
facts, ideas, and concepts and really dealing with these in some even- 
tually apparent way. Let's reintroduce the example involving beer 
expressed earlier in the chapter. Some young children interact first with 
the abstraction or the idea of beer from commercials, billboards, etc. 
The first interaction of other tots is more with the beverage itself— 
with beer cans, bottles, glasses emptied by parents or other adults, and 
even with an occasional sip from the nearly empty can or glass. Later 
comes interacting with the concept of beer drinking, with moderation 
and excess, with happy and sad results from drinking. Then may come 
the interacting in becoming or not becoming a beer drinker — ^with beer, 
with drinking friends, with non-drinking folk, with the law, with con- 
science and self-concept. . . . These situations for interacting probably 
continue throughout life, influencing and being influenced by the grow- 
ing and developing process in relation to beer. 

Memorizing is another interesting intellectual interaction. We read 
and hear many combmation^ of words each da^^, and, if we interact with 
them, we may remember certain generalizations, particular phrases or 
numbers, but th^ exact words quickly fade -away. Memorizing tiius 
requires a particular kind of sustained interac^pg so that the result 
is the capacity to repeat something word-for-word, perhaps even in a 
particular predictable style. My second son was recently awarded the 
role of Henry Higgins in his school's musical, "My Fair Lady." The 
* lines and speeches he must memorize are certamly many, coupled with 
the task of uttering them with the proper British accent . . . and, 
eventuMly, saying them in interacting with Liza, Pickering and other 
characters in the play. 
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, Reasoning and developing concepts are other examples of mental 
interactmg. These are somewhat difficult processes, so no one appUes 
his/her reason to every situational experience. And from where does 
whatever capacity thejndividual has come? From the continuinc inter- 
action of the hereditary potential of the young person with the total 
environment and with certain specific" portions thereof, that's where, 
studies m American education generaUy suggest that Max, who grows 
up m a home where newspapers, magazmes, and books are evident, 
where ideas and curiosity in knowing are valued, and where education 
IS, m many direct and indirect ways, lauded, wjU have a greater devel- 
oped capacity to learn than Teddy. Teddy's home is barren of written 
matenals, convcfsations are functional or perjorative, and his parents 
and other home-mates look upon and describe school education as a 
drag. However, all kids coming out of Max-type homes are not of 
the same, ability or achievement— nor are those from the Teddy-type 
nest To exhibit the democratic principle, a sister of Teddy may be 
brighter and achieve more in school than one of Max's sibUngs. -Hdw-' 
ever, the generalization stands: a favorable environment helps develop 
^ levels of innate abiUty ... and the more abUity, the more it can be_ 
developed. Conversely, a barren oc unfavorable environment is very 

. tough to overcome, even for the individual with hereditary abUity. 

CANT INTERACT WITri EVERYTHING. In any environment, an 
individual only interacts with some of the stunuU available. In the 
classroom, Mandy interacts some of the time with the teacher with 
other students, with books, buUetin boards, sounds, smells and with 
other stimuH. Some of these encourage learning according to the curric- 
ulum, some detract from learning, and some encQurage other kinds of 
non-cumcular learning. Mandy also interacts with symbols and sug- 
gestions of success, failure and with no recognition or no indication 
of success or faUure. Each tends to produce emotions, particulariy if 
Mandy has learned to compete; even if she is not very competitive the 
mteractmg with other students who do compete wiU probably produce 
some emoUons. And those emotions begin to interact with other 
emotions ... and with the emotions of others. . . . 

, EMOTIONAL ENCOUNTERS. School, then, is a series of interactions 
• nearly always involving some combination of emotions and reasons No 
one can ever be sure what the balance is for Mandy, for Matt, or for 
any supposed learner, but behavior may be a helpful key. If Mandy 
IS usmg three reference books and writing her section of a group report 
it appears that the balance is toward reason. If Matt is angrily carving 
up l|is plastic desk top, it appears that emotion is on top. If Elizabeth 
sits passively and watches a film . . . who knows? However, in another 
situaUon Mandy may appear to be paying attention, but actually is 
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thinking about the puppies born to her bitch the night before. Matt may 
appear to be sullen and disinterested, but is actually paying as much 
attention as he can* 

A GAIMB& TO PLAY. Another complication in evaluatmg behavior 
directly as representative of feeling is what I shall call **The Game of 
Adult and Child " This is not to be equated with the transactional 
analysis framework for therapy. Also, it is not to be confused with 
gaming, an acceptable educational approach to get learners to apply 
uiformation and m^e decisions. In this prae, the adult appears to 
expect more accomplishments and less mischief than she/he knows is 
possible or likely, while the youngsters appear to "fool around" more 
than they should. Adults, thus set standards and exert discipline a bit 
beyond wltot they expect, and youn^ters try to take more liberties than 
they usually want If the game goes well, a balance of behavior resulfe 
that is reasonably satisfymg to all. But' because it is partly or perhaps 
nearly wholly an unconscious game, individuals may get it bady out 
of whack. ^ ^ 

INTERACTING WITH SELF . . . AND OTHERS. As argued earlier, 
the school and the home generally hope that self-discipline will grow 
and develop in the learner during the school years. Outside forces can 
exert discipline and can encourage self-discipline, but the latter really 
develops out of tfie individual interacting with her/himself, the essence 
of which is achieving the goal or overcoming short term distractions in 
favor of some more important objective. At this moment, I am strug- 
gling to write this instead of entering into a fascinating conversation 
very close to me. It appears at this moment that self-discipline is 
winningi 

In the bigger picture, each Dick and Jane is continually interacting 
with self— in seemg and perceiving, m judging, in comparing . . . m 
balaucing one desire with others. However, one can become a xeally 
whole and functioning person only by interacting also with other fellow 
humans. During the child's early years of necessary dependence, much 
of the interaction is rather structured. Cindy falls down, skins her knee, 
cries, runs mto the house, and Mother comforts her, washes the knee, 
and puts on a Band-Aid. As attempts at independence begin, the inter- 
actions become, less structureci and predictable and yet more real. As 
the individual reaches the maturity of interdependence, she/he is then 
in the longest life stage of complete interacting — independent inter- 
acting, interacting with people semi-structured, and interacting with 
people in very structured ways. 

In a classroom setting, a group project has the potential for the 
most mteracting. If a J^eterogeneous group of eighth graders, for 
mstance, selects their own topic, decides how they will gather informa- 
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tion and how they wiU present it, divides resppnsibiliUes (utilizing each 
in her/his best ways), and actually presents^the results in some creative 
way, there has been a.whale of a lot of personal interacting, intra-group 
•interacting with leartiing processes, and with the subject matter. Such 
an educational experience has the greatest potential fpr memorable 
success . . . and also the greatest possibility bf being a disaster. 

Interacting withm peer groups, not selected within a classroom and 
not necessarily tas&oriented, constitutes much of the interacting life of 
many children and youth. Some yoOngsters appear quite consistent; 
In any group they are in they are likely to feel and behave in consistent 
fashion. ^ Others are mdre adaptable, emphasizing different facets of 
personality with different groups. Depending on your value context 
(and perhaps on your own life-style), you think more highly of the 
„ consistent person or the adaptable person. There undoubtedly is some 
merit in each. v 

• FflYSIGAL INTERACTING. The &st interacting of consequence to 
, any. individual is that between an ovum and ^ particular spenllatozoon 
Jout of hundreds of millions "in the neighborhood'^, which form a 
zygote, which interacts with the Fallopian tube, the chemical envkon- 
ment and then the uterus to form a viable pregnancy. After nine months 
, or so, a complex interacting results in the bhth of the child. After birth, 
appropriate mteracting results in growth and development, physical 
interactions such , as moving, pushing, throwing and kicking. Most 
youngsters begm to interact consistently in using one hand and foot 
(and eye), usually the right, mbre than the other. 

Teeth de^lop, and the child interacts by using them . . . and as 
they are used, they ^nd to become stronger. A smile likely makes an 
interaction more pleasant. Particular interacting with sugars in the 
mouth results in cavities. The skin of some adolescents interacts with" 
some chemicals, so^e foods, or some kinds of care ... and breaks out 
in blemishes, blotches, or whatever. Interacting with others, particularly 
the si6ooth"faced, that becomes more risky. * ' ^ 

ATHLETIC ENCOUNTERS. Some adolescents become athletes. They 
perform in .commendable fashion in sp<Mts and, consequently, begin to 
interact with others as athletes. They not only learn the movements and 
successful styles for a particular sport, but they learn terminology, 
records, plays, and strategies. They become emotionally related to a 
game or sport, and they may associate, socially, with others of like 
commitment. These can be powerful interactions. As part of my first 
teaching job, I helped, on two occasions, coach an all-star football team 
from the Honolulu Interscholastic League. One team was made up of 
the best players from four teams, and the other composed of the best 
players from the other four teams. One year, for instance, there were 
mi/Wi^ upper class Caucasian^ from a private prep school, Hawaiian 
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kids from the school for part-Hawaiians, middle and lower class 
Japanese from one public school, and low income Filipinos, Portuguese, 
and racial mixtures from another public school. They assembled as Just 
young people. They were very ill at ease and uncomfortable, but as 
they put on equipment they began to interact pore positively. As they 
practiced together and impressed each other with prowess, interactions 
became easier. When they all put on identical All-Star uniforms and 
saw themselves in opposition to others in dilfferent uniforms, the inter- 
acting became one of genuine camaraderie, spectacularly different from 
that of less than two weeks before. Athletic competition is more than 
just organized physical exercise. It is experience that athletes have, 
and non-athletes do not have. It is a way of thinking and acting. It is 
a kind of role fliat can carry over into §ociaI and personal life apart 
from the actual competition. It can be helpful; it can be harmful; as you 
might expect, it can be some of each. 

BOY-GIRL INTERACTION^. As noted earlier, some decisions arc 
made as to whether a baby is a girl or a boy, and interacting begins with 
that as a premise. CMdrcn are directly and subtiy taught "how girlsi 
are" and "how boys are" and what appropriate interactions arc. There 
are exceptions to the norm, but they/are generally regarded as excep- 
tions rather than another form of the norm. Byron knits instead of 
playing kickball; parents of other boys like and accept Byron, but most 
of them would want their own boys to play kickball rather than knit. 
Janice is on the rifle team; parents of other girls may like and accept 
Janice, but most of them would prefer that their own gkls be song or 
cheer leaders, in dramatics, in swimming . . . something more feminine 
than being on the rifle team. So boys and girls learn early, before any 
significant differences in hormones appear, that there arc expected dif- 
ferences between males and females. One study, in the last decade, 
reported that elementary teachers (mostiy females j|^ndcd to touch and 
caress in friendly jfashion girls significanfly more than boys. This could 
be anlmportant factoT^in learning differences between the sexes. 

At puberty, however, the differential production of male and female 
sex hormones begins, and the interactions between female and male take 
on a whole new quality. Girls begin to menstruate, a reaction of the 
uterine wall to an ovum produced that is not fertilized and implanted. 
But this physical happening can produce a wider range of interactions. 
Hear this after-school Report from my son Ricky when he was in the 
fifth grade: . . 

Today the girls got to sec a movie, but the boys didn't ... we 
wanted to know what it was about ... I asked Terry afterwards, 
but she said she couldn't tell me ... I saw her showing something 
written in her notebook to another girl, so I chased her and threw 
her down and tried to see what it was, but she fought hard and 
wouldn't let me see . . . the teacher made me let her up. 
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As parents we responded: V 

The film was about menstruation . . . showing girb why they are 
or will soon be beginning to bleed from the vagina for a few davs 
.each month, ^ 

He responded: d 
How do you spell and say that word? \ ' • 

We showed and told him. The next afternoon he said: 

I showed the word to Terry and asked her if that was the one- 
She said It was I don't see why girls get to see that movie and 
we don't... \ ^ . 

Perhaps this symbolizes the fat fact that the physiological changes that 
come with puberty are responsible, in this culture, for a lot of 
mteractions— ^ome expected, but some distorted, frenzied, aggressive, 
competitive. ... ^ 

Boy-girl interactions involve a panoply of sensations— seeing, hear- 
ing, smelling . . . later touchmg and testing . . . aU related and stirred 
around by imagination and the capacity to fantasize. WhUe the passage 
of the femalet into puberty (menstruation) is a more physically obvious 
occurrei^ce than comparable passage for the male, the situatioir is re- 
versed when it comes to outward manifestation of stimulation by tlie 
opposite sex. For an adolescent boy, a pict^e of an attractive girl, the 
sigjit and smell of a girl, the mmd-picture of a girl, and particularly close 
body contact with a girl can bring on an erection of the penis and height- 
ened sexual feelings, since the§e are more centralized in the genitals of 
the male than of the female. The adolescent girl, however attracted, has 
no such physical mteractive response to indicate to anyone her attraction. 

SEXUAL INTERACTIONS INTERHERE^WTTH STUDY. There are 
many, many examples of interacting that could be described or illuded 
to, but the central criterion for this chapter of this book should be those 
that affect l^rning in the dassroom. Coeducational secondary schools 
are educational instihitions but they also are dating and courtship insti- 
tutions, where required attendance offers many opportunities for making 
acquaintances that'^ll be developed more fully outside of school. Some- 
times these boy-pri interactions develop around some academic task 
(studymg for a test or (toing a project together) or around some other 
schooRelated activity (pti|ting out the yearbook, puttmg on a musical ' 
production) where the accomplishment of the task may actually be 
abetted. The other obviou> result to be noted is that personal interac- 
tions between opposite sexes afe^ften at the expense of school learning. 
An individual can only interact with— give attention to— a limited num- 
ber of stunuli at one tune. Thinking abo^t whether Tony reaUy likes you 
more than he does Cleo may be more absorbing than learning the seven 
danger signals of cancer or why there are so many^interpretations of a 
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good diet regimen. If Sandy has to interact with her parents,^ siblings, 
chores at home, her three boyfriends, a part-time job, responsibilities in 
a club, participation on an athletic team and mih five different, often 
competmg, school Subjects, it is easy to see why each teacher does not 
receive her full and best interaction. 

GOAL*LEAkNING. One last unportant observation, however. The 
task of the school — ^and of health education— is to encourage each 
learner to interact with some new information, ideas and concepts, and 
some new ways of learning so that future life interactmg will be from 
a wider base, and one's decisions can^jjp the results' of a broader range 
of coijsiderations. ^ 

And, thus, the third key concept is introduced: deciaon-making. 
All forms of life grow and develop, and all forms interact, but only the 
human being has decision-making as an aspect of total functioning. 
Many lower life forms make choices and show evidences of faitelligence. 
People's capacity to decide to do one thing rather than another based 
on some knowledge of the past, an assessment of the present, and some 
predictions of the future, combined with a valuing process, provides 
them with a not entirely unique, but certainly a distinctive, dimension of 
health. It is our* cultural belief in this decision-maMng capacity that 
undergkds our strong commitment to education and, specifically, health 
education.* 

If people, all throughout life, make decisions that are based on 
what they Imow and how they feel, then the mbre they know and the 
more conscious they are of why they have certain feelings, the more 
decisions are apt to produce desirable results. Another premise behind 
health education is that individuals are not so unique and self-contained 
that they cannot learn from the experiences of others — and particularly 
from those experienceis^hat are systematically evaluated and analyzed 
and called science. So, for example, we have some faith in the premise 
that some young non-smokers will not become smokers because carefujly 
gathered and analyzed data suggest that those who smoke develop lung 
cancer, emphysema, and heart disease more frequently than non- 
smokers. In other words, those young learners who accept the facts of 
the hazards of smoking feel that this is undesirable and that the future 



* It may be important to note that the conviction that one has, in fact, made 
' a decision is a philosophical, non-provable assumption. There are other old and 
new traditions, from Hinduism to B. F. Skinner, that have much less commitment 
to the reality of apparent choice-making. For the final, unanswerable question to 
a*statement such as *1 decided to buckle my seat belt today" is "How do you know 
you could have done any other— on this day at this time? K you did it, then you 
may have been able to do no other." Ihese competing traditions obviously believe 
in forces more powerful Aan the individuals that control what they do, com- 
pletely or in part. Proof or non-proof is based on agreement as to what is^ valid 
proof, and this finally is based cn assumption and belief. ^ , 
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hazards are more important than present desirable smoking behavior. 
All learners do not meet all these qualifications, but some undoubtedly 
do. And health educators are happiest with those who do. 

RELATIONSHIPS TO OTHER KEYS.. How does decision-maldng fit 
m with the other concepts of growing and developmg and interactog? 
Overamplified, the ways that an individual has grown and developed to 
a particular time and place influence greatly how she/he makes a Vi- 
sion then and there. In turn, the decision made and carried out serves 
to reinforce or to counter a pattern of growing and developing. Then, 
too, decision-making comes out of interacting in situations. 

Mike gets up late and must eat hurriedly if he is to get to school on 
tini§. There are three boxes of cereal on the shelf and he fairly arbitrarily 
picks the middle one; the cereal is not one he dislikes so he pours a 
bowl of it. He really has not made a decision; he has chosen one over 
two others, but there were no significant criteria ... he did not reaUy 
tWnk about it much. In a moment, however, he finds there are containers 
of both Whole mUk and non-fat milk in the refrigerator. He normally 
would just pour from the whole mUk container without much thought, 
but yesterday there was a debate in his health class. He had been on the 
team defending the practices of eating the foods you really Uke, whetlier 
they're best for you or not. One of the subject issue§ had been milk, and 
though he had defen^d the use of whole milk if you liked it, he had 
listened to the arguments for milk with less saturated fat, particularly for 
postpubescent males. AU of this commands his attention at this moment 
standing in the open refrigerator door, and he decides to try the non-fat 
milk. On the. cereal, it seems to taste Uttle different from the whole 
milk, so this decision, based in some part upon a health education experi- 
ence, may herald a small change in a growmg and developing pattern. 
Perhaps in a year he would be mteractively selecting the non-fat milk 
every time; or perhaps he still would be making decisions, sometimes 
one, sometimes the other. 

In the example given, Mike seemed to have learned something he 
had nbt decided to learn. Decision-makipg is stiH much involved with 
what we do learn. Another day in Mike's health class was devoted to 
the question, "What wiU the drug scene be like five years from now?" 
Mike had some ideas, but he decided that he wasn't Ltisfied with these 
alone and did some fairly intensive reading of published predictions, and 
interviewed two people in his town who ar^ involved \(rith the current 
drug scene. In this way, he learned some things because he decided that 
he needed to. 

DECIDBVG HOW TO USE LEARNING. Once knowledge is gained, 
then decisions about use arise. Do I just think about it? Do I tell others? 
Do I fry td get others to really understand it? Do I translate it into 
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behavior? DA I let ti^' change my lifes^style? And any decision begs a 
bunch of other potenflals. You probably suspected that I would try to 
get one' more use out of that beer-drinking example, didn't you? Okay, 
let*s say Denise has grown and developed at age 15, interacting occa- 
sionally with the "out-there" phenomenon of beer drinking — as some- 
thing some others do. Now she is at an afternoon-evening picnic in an 
did stone quarry with an older boy she never has dated before. "'He pops 
Va can of beer and bands it to her, and the decision is' upon her. "i^o, 
thanks" symbolizes the decision to continue her abstinence. "Thanks" 
, symbolizes the decision at least not to appear to be a total abstainer.^ 
But this leads on to other decisions ... to drink some or not? . . . how 
fast and in what quantities? ... to pretend that this is not the first time? 
... to have another? . . , if so, how soon? ... to take part in any drink- ^ 

iig games? . . . and so on. r • - 

Y HEART? Back to the academic realm for^ comment on memoriz- 
ing. Not much is memorized without some conscious decision to do so, 
because memorization typically requires a conscious directing of atten- 
tion. To truly memorize anything of any length or substance requires 
continuously deciding that the result will be worth the effort ... as worth- 
while as other possible uses of time. The larger quality (of which 
memory is a part) of self-discipline is developed only as ..the result of 
many conscious decisions about directing attention. 

The emotional realm is a fascinating one with reference to decision- 
making. The most obvious relation is that emotions mfluence. certain 
decisions. 

• Coach Pryor is angry and frustrated with his team's performance 
so he decides to have them practice for four hours on Saturday. 

• Jerry is envious of Benny's new bike and decides he is going to 
^ work out some way to get one like it for his own. 

• Penny feels so good todijiy that she decides to wnte happy notes to 
her three old unmarried aunts who enjoy hearing from her. 

• Alex is so in love with Kath that he decides to ask her to marry him. 
«... and so on. 

The other important thing to say is that many people make many 
decisions about controlling emotions that they may or may not be able 
to carry through. Actually most of us cannot consciously control emo- 
tions— "I will not hate. . . ,"I will not be jealous^ of. . . "I wiU 

love " We can decide, however, not to behave as a negative emotion 

would push us or to try to behave in a loving, forgiving fashion. This 
leads intd^^he mental health issue as to whether it is better to express the 
emotions one feels or to suppress emotions and act only reasonably and 
calmly ... or how any individual balances these options. 
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DEPE^JDENCE. The period of dependence in the life of a chUd is 
^pretty generally a period when other people make decisions for her/him 
or Where the decisions allowed are very sunple and repetitive. Independ- 
ence, then, i$ defined ^ry much in terms of making one's own decisions 
and living witli the consequences of them. That awkward period that 
many late elementary and secondary school you^sters find themselves 
in is one of making independent decisions but not being required to live 
with the consequences. But there is no way that parents can prevent 
their children from wanting to make independent decisions before they 
really are able. Decision-making needs to be practiced; it rarely springs 
forth fully developed in a young human. 

Interdependence, the condition of maturity previously described, 
involves the combination of making independent decisions and living 
with the decisions made by someone else for you. The temptation to feel 
that "I am happiest with the decisions I make" must be adulterated with 
the feeling "Well, I wouldn't have decided to do that . . . but, it may 
turn out all righf after all." V 

Well, what do y6u know . . . this has led us into decision-making 
about social relationships— ajfcput whom to relate to, whom to avoid, how, 
and why. These are probably the toughest decisions to make because 
people, particularly in groups, typically cannot be predicted with accu- 
racy. For instance, groups are likely to be^ade up of some people who. 
make j)ersonal decisions with great consistency and others who are 
inconsistent, to a greater or lesser dpgree. Arnold has moved to a new 
city with his family and is attending his first party. He is tjg^ing to deter- 
mine, while socializing, whether this is on* group or some^ gathering of 
somewhat compatible sub-groups. Before Hie can be at all sure, one of 
^ the girls whom he had pegged as "pretty square" asks him to join a small 
group smoking some "grass." He isn't sure whether this is normative 
for the whole group, whether they're going to pressure Mm to smoke, or 
whether they're testing him out and would respect a decision to decline. 
. Arnold wishes, painfully, that he knew some of these. things, but circum- 
stances require him to make some decision now, with what he has sur- 
mised to this point. He may or may not ever find out how intuitive he 
was about what to do and how. 

GROUP PRESSURE!? WHO NEEDS WHOM? A general rule about 
individuals and groups is this: if a group wants.an individual to join them 
(because he/she is an athlete, has a sense of humor, is a good student , . . 
is attractive, is personable . . .) that individual can make and execute 
decisions about behavior according to personal standards, going with or 
against the group; the valuable person can set her/his own standards and 
may influence others in the group. On the other hand, if another individ- 
ual needs the group more than it needs her/him, then she/he is under 
more pressure to behave in established ways. The peripheral person 
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feels more need to decide in ways acceptable tb' group leaders. And 
within groups, there probably will always be some of each, 

Dne of the most important situational decisions (and decision- 
makmg patterns) is that of how to use one's time. There obviously are 
many ways you and I can- use each block of time. I could be doing at 
^lolLSt seven things other than writing this page, and you probably hav? 
comparable alternatives tp reading Ihese well-chos^ words. Actually, 
this use of time is a good example of to ever-changing combination of 
decision-making and interacting. I shall never forget the winter morning 
I decided, with great finality, to write a letter that v^as long overdue. 
I was progressing nicely on my self-appointed task when I noticed that 
the house was on fire; so I abandoned my original plan and spent con- • 
siderable time making and carrying out decisions to save the old farm- 
house. The letter was finished another day. 

SEX-RELATED DECISIONS* Decision-making on the basis of sex 
still has some jeality, but it certainly has become less clearcut over the 
past decade. Choices of.cfasual and recreational clothing are affected 
less and less by the sex of the chooser, except, as noted, that males rarely 
wear skirts or dresses. A boy 'may decide to hitchhike across the statej 
a girl may decide to go with him: And her parentis may decide not to try 
to prevent her from goings For the past two yejtrs, my son Mike has 
participated m a survival-type camp called "Underway," with obstacle 
courses,- repelling off rock cliffs, hikes through dense forests, canoeing 
down some rapids, etc. One of the leaders told me that they have groups 
of girls* in some of the/camp periods, and tjhat they accomplish the whole 
program as well as, and sometimes better than, groups of boys. In choos- 
ing careers the notion that some are just for men, others just for women 
is eroding fast. Police departtnents increasingly have some arresting 
ofiBcers who are female ... at least matched in' the culture by some male 
nurses and kindergarten teachers. The fascinating (though not neces- 
sarily important) question hi this context is. Are we really deciding ,to 
make these- changes toward equality, or are a few pushing hard for 
change and the rest jUst interacting?-^ ^ 

Relations between post-pubertal females and males certainly involve 
a lot of interacting, but' also some decisions. A .boy may have to decide 
what girl to ask to the Saturday picnic; then, how to ask her; then, what 
to do when she turns him down. ... A girl may have to decide how to 
get the boy she likes to ^sk^r to the picnic; then, how to stall another 
boy until she knows whether her choice is going to ask her; then, how 
direct ^ should be in seeing that she goes with whom she wants. . . . 
Some decision-making situations are not new: 

Should I kiss h boy on a first date? 
but the answer may be 

Only if he's with youl ^ 
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PHYSICAL DECISIONS. The context, of course, is that adolescent 
boys and girls have come out of childhood where close body contact 
with the opposite sex had no erotic communication. Most are on their 
way to adulthood and to at least one relationship of complete sexual 
intimacy. So, though there are many potential decisions, the giant one 
is still, probably. Should I have sexual intercourse?— with the possible 
corollary, With or without some means of preventing pregnancy? How 
> such decisions are made and carried out does still affect the educational 
achievements of some young people. 

SUMMARY. Young learners, the clientele for school health educa- 
tion, are growing and developing, in some common ways, in some ways 
like others, and in some ways quite uniquely. This is affected by ways 
each individual interacts and by decisions made. The mentai dimension 
of well-being obviously is an important affector gf learning, but so are 
the educational, the social, and the physical. In one sense, we can see 
that childhood and youth> a time for maximum learning about healthful 
living, and yet in another sense, some aspects of living interfere with 
maximum learning. 

Characteristics of learners vary according to how they grow aAd 
develop mentally, emotionally.^cially, and physically. 

Some growing and developing is positive and productive, and some 
makes- it difficult or impossible for a youngster to function well as a 
learner. 

Learning is a matter of interacting with processes and subject con- 
tent; other interactions— emotional, social, and physic^— sometimes 
assist, and sometimes defract. 

Interapting between males and females in the school setting is nat- 
ural and mevitable, but may interfere with learning. 

The ultimate concept related .to learning is decision-making, the 
learner's capacity to exert will to learn, in competition with otiier calls 
foj the use of time and attention. 



CliapterV 

HeaMi Bdncatioii: 
Science 
simlHiMhSci^^^^ 

Some of the content of this chapter typically is not said in books 
of this type. It is meant to inform, not to inflame. It is intended as a 
/Widener of perspective on both our present and our past 

Many of the original colonists of this nation had fled reli^ous 
persecution in Britain or Europe, but were in no more hannonious agree- 
ment with neighbors here than they had been there. So the Constitution 
proclaimed that there should be, no establishment of an ofiicial religion. 
It was^ not so much that Americans were non-religious, but that they 
represented'a diversity of religious and sectarian beliefs and practices, 
and this diversity has been seen as strength, ' 

SUPERNATURAL FORCES. Though our money is still imprinted 
with the affirmation "In God We Trust," and courtroom witnesses and 
elected government officials take oaths that ask for God's help in what 
they are about to do, the official governmental structure and function of 
our society is not religious. 

A culture in which governmental functioning reflects an official 
religion is a theocracy. Our founding fathers, recognizing the right of 
individuals to believe as they wish, the necessity for public officials to 
make decisions for all the people, and the excesses of past theocracies, 
chose to separate church and state . . , "rendering unto Caesar that which 
is Caesar's and to God that which is God's."' ^ 

To make the contrast clearer, hear some expressions df individual 
belief that cannot be a basis for deliberations of State. 

"All ilhiess, disability, and premature death result from sin . . . not 
measuring up to God's expectations." 

"Everything that happens is God's will . . . what H6 does not 
directly cause He allows . . . this includes illness, disability, and pi^ 
mature death." - ^ • ^ \ 

"Illness, ^disability, and premature death often result from^rma> 
or moral retribution . . . things happen to people because they h^^STo 
happen . . . a result of sin in some former life on earth." 

"God is the only healer . . . pray to God, and if i^is His will He 
Will answer the prayer and bring about healing." 
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And further, public education being by and for all citizens cannot 
reflect such beliefs as the following: 

"All Knowledge, all wisdom is in God . . . study His word, pray, 
and meditate, and He will teach you all you need to know." 

"Studying the Scriptures is the means to all learnuig of any 
"^importance." 

"The important things are learned through revelation . . . they are 
revealed to those who Wait upon the Lord." 

"The most important focus for learning is the influence of God in 
• human history." 

MEDICINE AS SCIENC?). Modem medicine, now* considered to be 
both art and science, has largely supplanted folk medicine in American 
culture. Its fundamental premises. are: (1) there are natural (in con- 
trast to supernatural) causes for all departures from health; (2) modes 
of diagnosis and treatment to be used are those that have been tested 
scientifically and proven best; and (3) the physician^ art and skill should 
. be supplemented by technology, providing medicines and equipment to - 
aid the healing process. Science is based on the assumptions that 
(1) nature has a somewhat predictable order; (2) this is discoverable 
and quantifiable; and (3) this knowing how and why something is as it 
is enables one to change or modify it. The rock base of science is the 
experiment. Example: In order- to determine whether a particular fer- 
tilizer affects "^the growth of tomatoes. Dr. John Roe selects two fields, 
identical in soil composition, sunlight, wind, rainfall ... in everything 
that could also affect the tomato growing. The tomatoes planted must 
be of the same seed source, with seeds randomly selected for each plot. 
One field is treated with the fertilizer, and the other one, the control, is 
not. Tomatoes are planted and care of the two plots must be exactly 
the same, except for the application of fertilizer to one plot. Dr. Roe 
then sets some criteria for measuring differences in tomatoes. The easiest 
and most quantifiable would be numbers of tomatoes and size in diame- 
ter and weight. Other, more subjective criteria might be susceptibility to 
insect damage, firmness, texture, and, more importantly from the stand- 
point of the tomato's use, taste. He then observes carefully and sys- 
tematically keeps his data in an orderiy form. Being a good scientist, he 
proposes the null hypothesis — that there will be no difference between ^ 
the tomatoes from the two plots. He already has set an end to the 
experiment ... or at some point he declares it finished and totals up the 
t> measurements. If he finds at the end of the experiment that the differ- 
ences betv/een the tomatoes could not have occurred by chance more 
than five times in any hundred trials, he concludes, announces, and 
V publishes that the fertilizer does in ^f act pause the production of more, 
^ bigger, and heavier tomatoes. Following successful replication of the 
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experiment by others, the conclusion can be drawn and the world m- 
formed, via science, that fertilizer helps tomatoes. 

Actually, all we reMy know is that under certain conditions there 
was a particular result, and, if these conditions \yere to be repUcated 
exactly 100 different times, the result would be like the original 95 times. 
We then must decide, by judgment rather than scientific measurement, 
whether another situation is enough like the experiment to expect com- 
parable results. 

WHY THE TOMATOES? This example was chosen purposefuUy. 
To illustrate a classic scientific experiment, it would have been better to 
choose a test tube experiment in a laboratory. In a tomato plot, one 
cannot control all variables as well as in the lab, and the criteria for 
success are partly subjective. But the tomato plot can be controlled with 
greater precision than can the patients at a clinic or the students in a 
classroom. Our culture does not approve of subjectii^ human patients 
to the controls necessary for rigid scientific experimentation. This greafly 
limits the conclusions of people-research and thaiir generalizability. 

THE COMPROMISE is a lot of evidence from climcal research. The 
medical researcher hypothesizes that a particular form of treatment would 
be effective against a particular malady or set of symptoms. For some 
period of time, she/he treats all such symptoms with this remedy and 
tries to keep recbrds to show the results. The treatment is not being 
compared against no treatment; its evaluation is more. Do patients 
utilizing it lose their symptoms and get well? Again, this can be con- 
troOed best in a hospital or other custodial setting. Physicianrpracticmg 
out of an office or clinic rarely have chances to follow up on patients 
unless they return . . . "^and there is no way to control the myriad other 
factors that make one person's ilhiess different from another's iUness. 

l^OTHER NATURE MAY NOT Kn6w BEST. Technology makes 
scientific findings useful. Scientists discover how to develop an insului 
that can bring relative normality back to the lives of diabetics; technology 
makes it possible for diabetics in Omaha, Tacoma, and Vero Beach to 
have insulin to take daily. The science of optics develops lenses that 
correct many forms of aberrant vision; technology means that most 
people who need them can get a pair of comfortable, useful glasses. Thfe 
emphasis in science and technology is on helping nattire when nattire 
seems to be favoring, human well-being and on combatting nature when 
it seems to be eroding human welNbeing. The emphasis in science is 
not on acceptance of nature "as is'* nor on acceptance of nature's right 
to favor other forms of life over human beings at certain times. 

For medicine, then, we, as a culture, favor a naturalistic-scientific 
oi^ook. However, nature is something to manipulate if it is not favor- 

ERIC 7 2 



78 Health Education 



able to people, and science is a good way of knowing as long as it docs 
not involve clashing with other values. ^ 

IN EDUCATION, the agricultural model for research (two plots of 
tomatoes with fertilizer in one) has been a dominant one in determining 
the eflScacy of various approaches to learning. If the evaluative criteria 
are simple, like learning to add numbers or recognize words (or produce 
heavier tomatoes), scientific experiments can show superior and inferior 
approaches. However, if the question is. Are young learners better peo- 
ple after this learning experience? (comparable to. Are the fertilized . 
tomatoes better all-around tomatoes?), then scientific investigation has 
not been of much help in improving the teaching-learning process. To be 
truly scientific in relation to education is usually quite difficult because 
the variables represented by a class of 35 individuals plus one or more 
teachers involved in something that occupies a small portion of their total 
daily time are simply unknown and uncontrollable. 

The Scliool Health Education Study was applauded by Dr. Olc 
Sand,^ Director of the National Education Association's Center for the 
Study of Instruction in the middle 1960's as "an excellent example of - 
rational planning in curriculum. . . He noted that the Study had car- 
ried out an essential first step — a nationwide status study to determine 
how students were achieving and what administrators were believing 
about health instruction programs. This status study, an enormous job, 
showed that students did not know all of the things they should have and 
were more knowledgeable in some areas than in others, that students did 
* not have all the right attitudes, and that students do not behave in ways 
deemed, healthful all the time. It also indicated that there were not 
many really going health education programs. These undoubtedly were 
good things to find out, but they did not lead, necessarily, to the devel- 
opment of a conceptual approach to curriculum design. As a matter of 
fact, this conceptual approach was taken primarily, because curriculum 
projects in other fields such as mathematics, biology, chemistry ... were 
concept-centered, but none of them had begun with a status study. The 
main point, I suppose, is that a scientific study never tells you what to 
do; it tells you what is ... or what was, under certain given circum- 
stances . . , that generates, some hypothes^ based on other values for 
dealing with the finding. 

I CANT CONTROL THE VARIABLES! Let me repeat the major 
difficulty in being scientific in real life: many of the variables cannot be 
identified, controlled, or their effects be accurately accounted^ for in inter- 
preting results. This seriously limits their generalizability and practical 
usefulness. Medicine deals with the whole person, but the initial focus 

1 School Health Education Study Writing Group, Health EdShtion. pg. 10. 
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IS ofteo^on some aspect of the physical, the easiest dimension about 
which to be scientific. Education also is concerned with the total being, - 
but the main thrust is often on the mental-rational-intellectual dimension 
that, in itself, is also fairly easy to deal with scientifically. It is the emo- 
tional, social, aesthetic, and spiritual dimensions that don't seem to meet 
the scientific dictum. Anything that exists, exists in quantity; anything 
that exists in quantity can be measured. 

SOME NON-SCnSNCE. People— and that's what patients and learners 
are— are only partly scientific. Most people have some amount of a 
pragmatic spirit— trying something to see if it works and valuing that 
which works— which is the true spirit of technology. But the folk who 
make up even an educated nation generate other explanations also. Hear 
o some of them: 

• Why did it happen to her? just kinda fate, I think. Something like 
this was bound to happen to her . . . for some reason. 

• Jim s\irvived and is walking around healthy today because he's one 
of the luckiest guys I know. Good luck just smiles on him! 

• Why did it happen? Just circumstances ... it wasn't anybody's 
fault, really. Just circumstances . . . crazy circumstances. 

• Why was she the one that it happened to? Just chance. With all 
the people exposed it was bound to aflfect some. By chance, it 
was Gladys. 

All of these unscientific views eschew the need for a clear delineated 
cause and blame. They credit something rather supernatural, orderly or 
whimsical, predictable or completely not. The explanations are easier, 
and most of us, however well-educated, have some tendencies to respond 
in some or all ofthese ways. Probably because however completely and 
thoroughly a mishap may be analyzed and explained as to causes, it seems 
as though the causative factors do not always a mishap make. For 
example, after a party where there has been much consumption of alco- 
holic drinks, seven cars leave, all the drivers in some state of intoxication. 
One car has an accident atid six do not. Syre, the circumstances were 
different for each, but investigation probably would nofshow great 
differences between the experience that resulted in the 'accident and 
those that -made it. The alcohol will be considered a major causative 
, factor (which it may have been ... it certainly has the potential), but it 
was also present in the non-accidents. Why the difference? The^tcmpta- 
tion may be strong to call on fate, luck (good or bad), circumstances, 
and/or chance. Perhaps consideration should also be given to the many 
possible variables that can contribute to accidents. 

SOME EXAMPLES. Rare is the person who lives entirely and con^ 
sktently according to scientific findings because non-scientific practices 
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and styles of life are fairly widespread. They are spread from person to 
person because of friendship, trust in sibling, peers,- and even adults. 

There are recommended ways to select a physician when one moves 
to a new community. One shpuld contact the county medical society 
and get names, and one should investigate- medical training and subse- 
quent experience and decide on some "objective basis. But how much 
more frequent is the conversation with a new friend, that included,, 
. ..we've gone to Dr. jCrouse for several years and we really like him 
. . . but don't go to Mulligan!'* If the person seems compatible in olher 
ways, the advice may be translated to a potentially very important 
behavior. 

It is interesting and ironic that as science supplants religion as the 
ultimate trusted way of knowing in this culture, it develops in some 
strangely similar ways. Pure science should be the antithesis of dogma* 
tism. In pure science, nothing shoiild be taken wMiout question; even 
scientific findings must.be verified; new findings Inay require a whole 
reassembling of generalizations. Truth is only wnat has been shown to 
be consistently proved and verified. But the do^a of science is in its 
method. It is most intolerant of approaches to truth other than the 
scientific method. The superiority of a method rather naturally leads to 
superiority of truth obtained by that method. Perhaps the general public 
has demanded it, or perhaps the temptation upon scientists was, and is, 
too great to resist ... for whatever combination of reasons, science has 
become our secular authority. > 

- The anthropologist Franci^^.. K. Hsu ^ summed up it report entitled 
"A Cholera Epidemic in a Chinese Town" with the observation that 
tfie Chinese in the village Bad a magic-religious way of coping with 
diseases, and though they did some medically sound things, thejNvdid 
them for their own reasons. ". . . to achieve popular acceptance, ma^Jc 
has to be dressed like science in America, while science has to be cloaked 
as magic in Hsi-ch'eng." In American culture, we are more apt to 
believe and to feel more comfortable about a statement that is some form 

of "Science says " 

It would appear that most people have an eclectic approach to 
interpreting what is reality that goes like this: 

In a democracy everybody's equal . . . right? Well, not really, but 
any person can be as good as anybody else. Some things may be 
good for "the people," but / decide whether they're good for me. 
I believe in God . . . I'm a religious person, but I'm no fanatic. 
Religion has some truth, but not all truth. I belie\^e in science, 
too, but those guys can go too far sometimes. Science h^ helped 
us a lot, but / decide what I'll believe and what 111 do. Scientists 



2 Hsu, Francis K., "A Cholera Epidemic in a Chinese Town,** Case 5 in 
Paul Benjapin (Ed.), Health, Culture and Community. New York: Russell Sage 
Foundation, 1955. pg. 149.^ ' 
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- seem to contradict each other a lot. I'd feel better if they could 
agree . . . but, then, they might get too powerful. There are so 
many ways to believe ... a person's just got to decide for himself. 

WE KNOW MORE . . , THERE'S MUCH MORE TO KNOW. Most 
people have some sense of the fact that we know-more than perhaps has 
ever been known. This brin^ the companion realization that there is 
more to know than ever before. Put in personal terms, "Doc Bunyan 
knows more than any doctor did fifty years ago, but there's also so much 
that he could know but doesn't." We must trust the physician and the 
. teacher, but we also know that they are individuals. Individual human 
beings, whatever their professional ttaining, have human limitations. 

. . . AND NEW DISCOVERIES CAN MEAN DANGER, TOO. Medi- 
cal science has compiled an impressive record of eliminating or abating 
certam causes of premature death, in reducing symptoms, and in making 
. it possible for people with disabUities to live a fuller, longer life. Educa- 
tion, with a scientific base, has attempted the difficult task of becoming 
universal in a culture without some of ^he values placed on work and 
sacrifice that most favor educational success ... and has had rather 
marked success. Techniques of conditioning, those with the most capac- 
ity for achieving desired behavior, have not been used much. We still 
have and use the derogatory term "brainwashmg" for this general ap- 
proach. Those who believe in God in an orthodox Christian way accept 
the fact that God could destroy us as a culture. This ultimate power 
attracts some people, but certamly turns others away. In a somewhat 
like fashion, science, including medical science, could destroy us, and 
education, using cSitam techniques, could change us mightily. Each 
could have this power, however, only with the faith and allegiance of the 
populace. SOi it seems that the culture considers a certain amount of 
skepticism about the influence of science and education a^healthy. 

HEALTH EDUCATION AS PREVENTION. In educational perspec- 
tive, health education can be seen either as primarily general education 
or as primarily practical, utilitarian learning. In medical perspective, 
fealth education usually is seen as part of prevention, be it primary, 
secondary, or tertiary. This placing fairly quicWy puts it in trouble with 
the scientific base for medicine. Why? Because, though it can be proved 
scientifically that something did not happen (Lola did not get tetanus. 
Ken did not develop any dental caries in six months, Maude did not use 
angry words when her little brother broke her favorite record album), 
it is very difficult to prove that it would have happened except for some 
preventively oriented education. First, there must be some assumption 
« about how likely it is to happen to the individual (Lola, Ken Maude), 
and then some assumption about the influence of education over, above, 
or along with other possible influences. 

ER?C -G 
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For further example, if we assume that everyone has the potential 
for becoming an alcoholic, then in tliis culture 93%-95% of alcoholism 
is prevented, i.e., does not develop. If we have some basis for assuming 
that only, say, 20% of the population could become alcoholic, then 
actual prevention is not as good. If only 7% could be alcoholics and 
all of them are alcoholics, then our efforts at primary prevention have 
npt worked. If we assume, however, that it can be prevented, "how do 
we decide ... or better, scientifically determine the exact influence of 
education in competition with other influences? What shall we call edu- 
cation and what non-education? It might be relatively easy to design a 
specific educational program, like those in the federally initiated Alcohol 
Safety Action Projects in the early 1970*s, where one can show that a 
certain group had this experience and another group clearly did not. 
However, from the viewpoint of pure science, a finding that those in 
the program displayed less undesirable behavior (got less drunk, drove 
less after drinking . . .) would be significant only if the composition can ' 
be determined, in some gross way, but, outside of strict institutions, there 
is no way of guaranteeing that the groups have other comparable experi- 
ences. We just have to assume they do if we are going to respect the 
findings. 

A CONTENUUM FOR TOEAL EDUCATION. Using alcohol educa- 
tion as an example of a potential force in prevention of various forms of 
dysfunction, education can be seen froni the general to the very utilitar- 
ian. An example of this notion is the instrument developed for an early 
1970's research project. It is entitled "How Should We Be Educating 
About Different Substances That Modify Mood and Behavior?" ^ (alco- 
hol being one). The plate below is the cover sheet for the study. It 
gives the context for judgment and the directions: 

DIRECTIONS 

There is a range of philosophy that can be the basis for any 
attempts to educate about use, non-use and misuse of substances 
that modify mood and behavior. 
- At one extreme is a philosophy based on the premise that each 
individual must assess for himself whether use of a substance will 
be a helpful means of adaptation or a threat to later functioning; 
the essential controls to avoid abuses are personal controls; educa- 
tion should be as open and unbiased as possible. In short: THE 
INDIVIDUAL IS CAPABLE OF AVOIDING OR SOLVING 
HIS OWN PROBLEMS. 

8 Russell, Robert D., "Evaluation of Ideal' Statements of Educational Philos- 
ophy and Goals for Four Mood Modifying Substances in Ecological Perspective," 
Summer Research Project, College of Ediication, Southern Illinois University at 
Carbondale, 1972. 
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At the other extreme is a philosophy based on the premise that 
some individual use of substances causeS a variety of social prob- 
lems; the essential controls to protect society must be social con- 
trols; e^ducation must help to identify problems and individuals 
who have them, must be part of a program to retrain and recondi- 
tion abusers, and must, finally, be a major factor in preventing 
alcohol and drug problems. In short: THE INDIVIDUAL 
CANNOT AVOID OR SOLVE HIS OWN PROBLEMS AND 
MUST HAVE HELP FROM SOCIETY. 

A middle group philosophy is; one that respects individual's rights 
to choose use or faon-use, but also focuses on. social problems 
resulting from unwise choices; controls should be both personal 
and social (which allow some problems and, at the same time, 
unnecessarily restrict some people); education should help the 
individual make decisions, but ultimately tends to focus on prob- 
lems, thus seieming to discourage most use. In short: THE 
INDIVIDUAL CAN AVOID OR SOLVE SOME OF HIS OWN 
PROBLEMS ?UT NEEDS SOCIETY'S HELP WITH SOME. 

The ideal philosophy for educating young people (ages 12-20) must 
be some place along a continuum connecting the two extremes — 
but the ideal may be different for diff«ent substances. You are 
" invited to make a judgment of the ideal for each of four substances 
that modify mood and behavior — alcohol, heroin, LSD, and mari- 
juana. Please read the statements of educational philosophy and 
thenihe three sets of representative objectives that a teacher having 
each philosophy would try to accomplish. Then detach the 
Response Sheet from the back of the instrument and place it under 
the words Ideal Basis for Ediication. Mark the continuum line on 
thd Response Sheet so that it compares to your judgment as to the 
ideal for each substance. The closer your nciark is to a vertical line 
the mdre you also favor^-tiie philosophy on the other side of the 
line, despite choosing one of the three philosophies *as the most 
-appropriate. You can mark anywhere on the line, except on the 
two verticals ... but make only one mark. 

Example : or ^ I * ori^ or I or^ 

A X — 

After the directions came, four pages, exactly alike in fonnat and 
phrased as nearly alike as possible, considering some real differences in 
effects and usage and legality among the four substances being probci 
Each sheet has three columns in parallel. The three portions are sup- 
posed to represent a theoretical column. The three segments are labeled 
PERSONAL (that roughly agrees with the health education as general 
education perspective), MIDDLE (some eclectic combination of the 
two extremes) and SOCIAL (that has a utilitarian concern for specific 
behaviors and non-behaviors). Each is introduced with a brief statement 
of basic philosophy. Those for Alcohol are representative of the other 
three. 
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PERSONAL 

PHILOSOPHY: Alcohol, for maiiy 
people, is an effective means of 
adapting; to certain life situations and 
personal needs; for other people, it 
is a threat to functioning and should 
be avoided. 

Each individual has to discover 
whether he candor wants to have 
alcohol as part 6f his positive life 
styl0. 

Education caa help with this dis- 
covery process, 6ut many other fac- 
tors are more important 

MTODUE 

PHILOSOPHY: Alcohol, though it 
is used by some people without ap- 
parent harm, causes many personal 
and social problems. 

Society helps protect itself and its 
citizens from more problems by edu- 
cating young people to know and 
avoid uses of alcohol that result in 
problems. * 



OBJECnVESt PERSONAL 

1. To develop examples of alcohol's 
positive" use as a means by which 
some people adapt to certain life 
situations and personal needs. 

2. To compare and contrast use 
that looks more like a threat to the 
drinker and society. 

3. To identify some other means of 
adapting that could be used in place 
of alcohol — if the consequences of 
its use become a threat to an indi- 
vidual; 

OBJECTIVES: MIDDLE 

1. To compare and contrast styles 
of drinking and drinlcing incidents 
that seem harmless With those that 
seem to be problems. 

2. To develop examples of prob- 
lems created by alcohol — for the in- 
dividual, for others^ and for society. 

3. To identify solutions to alcohol 
problems — and ways of avoiding 
such. 



SOCIAL 

PHILOSOPHY: Alcohol use results 
in many serious social problems, and 
education must be part of a social 
identification of those who are likely 
to have problems and part of a pro- 
gram to retrain those toward better 
functioning. If education is success- 
ful, there are no alcohol problems- 



OBJECTIVES: SOCIAL 

1. To identify the total range^of 
alcohol related problems and types 
of persons and situations involved* 

2. To develop solutions to alcohol 
problems and commitments on the 
part of learners to. use these solu- 
tions — in their own lives and in 
society. » 

3. To prevent further problems 
stemming from m^ and alcohol. 

Although the research has not been completed, certain important general 
observations can be made. The response sheets gathered thus far indi- 
cate that for alcohol, at least 20% of any respondent group, teachers or 
students, are in each segment of the continuum. In other words, there is 
no apparent agreement on what the ideal basis for health education 
should be . . . and therefore, presumably on what its accomplishments 
should be. ^ 

A REVIEW. What has been said thus tar? Medicine and education 
both are oriented to helping humans fimction better, and both have a 

73 
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base in science as a way of knowing and as a basis for action. Both have 
a certain amount of authority in the culture ... and therefore are both 
respected and resisted. 

Both mvolve content and process. In education there is something 
to be taught and some way of teaching. In medicine there is knowledge 
of what observed symptoms might represent^nd some way of eliminatmg 
the cause of these symptoms. In education there is the idea, currently 
popular among professional educators, that learning is more important 
than teaching. In medicine there always has been the notion that the 
body heals itself and the best medicine is that which simply helps the 
body's own processes. 

Both medicine and education have tremendous potential for human 
good— for improving the function of people of aU ages. This potential' 
can be realized as each is practiced by good men and women — consci- 
entious, unselfish, hard-working, sacrificing, intelligent, adaptable peo- 
ple. If practitioners exhibit characteristics other than these, their effec- 
tiveness tends to decline and the potential for harm to the culture 
increases. * 

PUBLIC-PRIVATE . . . RIGHT-PRIVILEGE. OriginaUy in the Amer- 
ican colonies and the new U.S.A., both education and medicine were 
private enterprises. Parents, or the larger community, taught children, 
and, if nfcre formal education was^desired, parents had to pay for it 
Parents, or the larger community, treated incidents of ill-health, and, if 
tramed assistance seemed necessaiy, it had to be paid for, in some way. 
Then it was decided th%t a democracy with emerging adult suffrage must 
have universal education, and so a conglomerate system of tax-supported 
schools arose. Education was public and the right and responsibility of 
every citizen. Because schools were largely funded by local communi- 
ties, each community had the quality of schools it wished to support. 
This really was taking the private principle only a step mto the local 
community. Today, there are continuous efforts to diminish the differ- 
ences in money spent on schools in j)roximate districts. 

it; ACHERS AND ^HYSICIANS AS PROFESSIONALS. Education, 
howeverrwas to be for all, so a great many teachers were required. Thus, 
a teaching was to be a profession, it was destmed to be a large profes- 
sion, serving in states and school districts with a diversity of standards. 
Therefore, because of numbers and various expectations, it is a profes- 
sion with a wide range of standards. 

The culture decided that education should be tax-supported, but 
did not make such a d^sion for medical care. Thus, it was to be pri- 
vately arrange'd and paid for. The physician was accorded more status 
and honor becfause the profession was associated with that important 
difference between life and death. The ethic of Hippocrates, the proto- 
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type doctor, called for an appreaticeship system of education. So medical 
schools remained fairly small and difficult-to-get-into a^d quality con- 
tinued l^gh. V 

CHANGING VIEWS ABOUT MEDICAL CARE.- We now are in a 

time of -considering the merits and the costs of making high quality 
medical care avaUable to all, regardless of ability to pay. The goal of 
quality medical care for all who need it is a beautiful one . . . in the 
abstract . . . but the costs of such a change cannot be easily brushed 
aside; The taxation for such a system, whether directly governmental or 
via subsidizing insurance carriers, will be horrendous as our brief experi- 
ence with Medicare and Medicaid suggests. The absolute need for more 
physicians (or for some people to do what physicians have formerly, 
done . . . however it is worked out) will requite money for school, foe- 
ulty, facilities, and student expenses. Indeed, it is a cost! It is clear that 
the delivery of medical and health care services is in transition to some-- 
thing, yet there is no full agreement as to what that will ultimately be. 
Whether it will be more or less scientific . . . more or less people oriented 
. . . more or less authoritative . . . these answers can come only in the 
future. 

A SUMMARY. 

• In this culture medicine and education are dominated more by* sci- 
entific than by religious thinking. 

• In medicine and education, the mandatory safeguards in human re- 
search preclude the kind of experimentation that can be called 
pure science. 

• Science discovers; technology converts such discoveries to practical 
uses; merchandising tnakes these widely avaUable. 

• Explanations other than scientific explanations for happenings are 
most commonly Fate, Luck, Circumstances. 

• Non-scientific thinking is believed because it often comes from per- 
sons an individual knows and trusts. 

• Some Americans are somewhat skeptical of both religious and sci- 
entific truth. 



Chapter VI - 

AttUiiilesB 

IMier Af fectorss 
offlMiiWior 

"Health is really a dumb class • . I mean, the things we cover are 
all tMng^ we know about . . . everything's so obvious ... No, I don't 
do very well, but how can yoi^get interested in things you alreadv know 
aboutr 

"Health is the'^kmd.of class I really lil^e ^ . most of the time we're 
dealing with things I know something about and am mterestcd in, but 
then we go on and I learn some more ... you know, it makes you feel 
.th^t the things you've ^ady learned are still important, but there's 
always some, more to Iddfi."^ 

."Nobody that I know likes health class . . . there's too much 
opinion ... too much of working in, groups and listening to stupid 
people say different things ... it ought to be more definite . . there are 
things to do and not do that'll make you healtiiy . . . why doesn't the 
teacher just tell us these things mstead of aU this involvement?" 

'*The most important and exciting class I haye is health what 

each of us considers healthy is mdividual, but we still can learn from 
each other , . . it's fascinating to hear someone express a view quite 
different from fliine ... it gives you Ireal experience in changing or 
keeping your own ideas and m mteractmg wife other kids in relation 
to some important things-" i 

THE WAY IT SEEMS TO ME. They're aU about the same age, are ' 
, all in the same health class, taught by the same teacher. But their 
attitudes are not alike and, therefore, the class seems different to each 
student Such statements make questions^ such as — ^How do studients 
feel about health as a class? , , , about considering the problem of ' 
avoiding accidents? . . . about Working m groups rather than always 
sitting as a total class? . . . about dealing with the values as well as the 
facts ip selecting food to eat?— somewhat ridiculous, JVs noted in an 
earlier chapter, the behavior of young people does not always reflect 
what they feel, but, d^suming that these statements do represent true 
feelings, they guarantee that there will be some variety of res^nse to 
any learning approach attempted in the class, A principle deriving 
from behavioral research in public health durmg the 1950's and 1960's 
holds that behavior is determined by subjective rq^lity rather than 
oWective— by the individual's own motives and beliefs, regardless of 



88 Health Education 



whether these correspond to the heal^ educator's notion of reality or 
the latter*s concept of what is good for people. 

CLASSROOMS . . . NO PERFECTION. All right, doesn't this virtually 
eliminate the clstssroom as a viable site for health education? No, it 
means only that a cla^s setting can never be a perfect site of learning 
for ally but it can be for some . . . perhaps even many. The department 
store tycoon Samuel Wanamakerwas once quoted as saying, *T know 
thatatleasthalf of what we spend on advertising i& wasted. The trouble 
is ... I don't know which half." Some teachmg-leaming approaches 
may not be elQfective with some individuals in a class on a particular 
day, but it is rarely possible to predict exactly who will learn what and 
why. Even harder to predict is how each will feel about what has been 
Teamed, about the learning activity, and about whether it is worth 
applying in one's own personal life. Good teachecst tend to be those 
who see such a situation as a challenge in that some success is always - 
possible. Teaching effectiveness is partly a matter of attitude, too. 

ATTITUDES THAT MXOWED SCIENCE. The sdentific, and par- 
ticularly the experimental, study of behavior is a comparatively new 
enterprise. It could not really develop, of course, until the scientific 
study of the other, more manipulatable phenomena of the world was 
established, systematized, reasonably accepted— and some traditions 
and mores worked out The premise allowm^cience was that the 
natural world was not so sacred that it coidd not be studied (which did 
me^ manipulation, at tunes). The study of human behavior was 
delayed until there was readiness for the relative acceptance of scientific 
findings as being more helpful than dangerous. So we gradually reached 
a cultural point where it seemed appropriate to systematically observe 
human behavior, have human beings take certain tests and do certain 
prescribed t^ks . . . even to have human subjects volunteer to participate 
in certain experiments. ^ 

CAREFUL WITH HUMAN SUBJECTS! All proposals for research 
that involve human subjects in ^uiy Way must be screened to determine 
that th^re is no potential physical, mental, emotional, eyen spiritual 
harm forthcoming for the subjects. I am certain that this is a virtually 
universal pre-research procedure in this culture. 

^ 

SCIENTISTS' CRITICISM OF ONE ANOTHER. Science could pro- 
cess if non-scientists would let up the opposing pressure; scientists 
certainly* are united in relation to the scientific enterprise . .. . right? 
Wrong! Science is basically a method — studying phenomena sys-, 
tematically, setting hypotheses, retesting — ^but once a particular science 
is established and gains an amount of recognition, it exhibits some 
tendency to be critical of some other areas. The criticism tends to 
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focus on methodology, disparaging study design, type and number of 
subjects, locatjon, time span and lack of control of other variables. 
These criticisms have*value in keeping the quality of scientific endeaVor 
high, but, practically speaking, they also hinder the development of new^ 
|cientific fields, particularly m the behavioral sciences that direcdy or 
mdirectly relate to humans. 

Since the development of psychiatry and clinical psychology, there 
has been conflict between scientists about the study of inner being. 
Some feel that this is an area about which we are relatively ignorant 
and one that'will give forth tremendously important new understanding 
in the future. Established objectijfe techniques do not apply. How 
objective can you be if you use essentially subjective techniques for 
gathering data? The counter to this sounds like, "The essence of science 
is the systematic study of reaUty: if reaUty does not lend itself to ^ 
investigation by present techniques, then new ones will have to be 
developed." . 

THE MAJOR POINTS, then, are (1) that the scientific study of human 
motives and behavior is of relatively recent 6rigm; (2) that most fof > 
what we know comes from systematic observation, from questionnaires 
and other requests for personal responses; and (3) that true e4)eriments 
involving human behavior are relatively rare because of our concern 
' for the rights of individuals who would be subjects. Most such experi- 
ments (a) have sjnall samples, (b) gyre done in institutions (hospitals, 
prisons, schools), (c) cannot control all affecting variables, 'and (d) 
often involve some related but safer task than that for which data are 
desured. Science is a new way of knowing, and the culture holds fo 
other values more strongly than "lettin^science off the tether"^ in know- 
ing about human beings. Nevertheless, we do know much more about ' 
how and why people function than before the social and behavioral 
sciences were decanted: 

MOTIVES AND BEHAVIOR. Two important concepts that need to 
be developed as means of understanding behavior are those of motives 
and attitudes. 

• Motives are the basic predispositions to strive toward certain 
general goals . . .'for instance, Jenny waqjs to be1he leader of ' 
the gang of kids in her neighborhood, and that leads her to stand 
up to a strong person who threatens her leadership of the gang. 

• Elmer's attitude toward teachers is generally positive because he 
feels that they are instrumental in his being, a good student; h^s 
attitude toward television is mildly negative because, though Ke 
•recognizes there are some educational programs shown, in general 

^ ^filevision seduces him away flrom his -studies. ^ 

ERIC . n 



4 



ERIC 



90 Health Education 

• Sheri has a fairly strong negative attitude toward planned parent- 
hood and zero population growth because she feels that they gen- 
erally disparage her strong desire to marry and have a large family. 

DISCOVERING AXmUDES. Attitudes are a component of the goal 
of most health education experiences. But attitudes also aSect how and 
* what each student will learn. How, then, does a teacher (or a researcher) 
discover what attitudes learners have? In basically three ways: 

(1 ) By asking directly (verbal or written to select the most appro- 
priate answer response) 

• How do you feel about smoking?^ 

(2) By asking indirectly 

• If a person sitting next to you in a bus was smoking and 
offered you a cigarette, what would you say and do? 

(3) By inferring from observed behavior 

• When a person sitting near Maggie starts to smoke she 
begins to appear very uncomfortable and will move to 
another seat if she can; she^fuses proffered cigarettes with 
very minimal courtesy. 

Basically, the same .principles apply in discovering motives. The 
. reader may wish to create examples of each. 

Health-related behavior has one of two basic orientations, though 
in real life these certainly do not exist as separate, dichotomous cate- 
gories; many actions are some mixture of each. 

(1) Behavior when one. is ill* injured, incapacitated, or otherwise 
in poor health 

(2) Behavior to prevent such dysfunctiqning states from occurring 
In addition, health often finally culminltes in urging 

(a) A behavior . . . doing something such as 

• Brushing teeth . . . drinking fruit jmce . . » helping a 
younger' person acquire a new skill ... working to 
promote a worthy cause, such as a cleaner environ- 

^ment and \ 

(b) A non-behavior :\ . not doing something 

• Not eating candy excessively . . . not being an isolate 
... not burning old dry leaves 

PETER'S ATTITUDES ANP MOTIVES. Let's observe a behavioral 
example of attitudes and motives that could be behind a; note a school 
nurse, teacher, pr^Ticipal, or attendance officer might receive: /Tlease 
excuse Peter's absence from school on Monday and Tuesday. He had a 
Q sore throat and was under a doc^r's care." 
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Peter, age 14, wakes up Monday morning and, as he swallows, 
becomes aw^re that his throat is sore. A sore throat is not usual for 
hiin;lt is irritating and uncomfortable, so he quickly develops a motive. 
His goal is to get rid of the pain in his throat. He has a favorable 
attitude toward cool water as a cure and he drinks some. It gives no 
lasting relief. He has a favorable attitude toward gargling with salt and 
soda as a cure. He does this, but it gives no lasting relief. His- attitudes 
toward these two practices are^till positive, but strength of his attitude 
has diminished because neither seem helpful. What does he do now? 

Peter has some conflicts to resolve. He ha^ positive attitudes 
toward both school and medical care. He has no real objection either to 
going to school going to his family doctor. Whichever he does^^ill 
be in place of the other. He is motivated to go to school, but he is also 
motivated by 'the desire^ to play in an important basketb'hll game on 
Thursday. So he elects to share the decision-making with his parents. 
If they (even one of them) would have "pooh-poohed" the potential 
seriousness of the p?iin, had given him some throat lozenges and told 
him to go to schobl, he probably would h$ve dpne so. However, his . 
mother takes his temjjerature and finds it over two degrees above 
normal; both his parents agree that he shouW go to the physiciaij 
instead of school, and his father reinforces this with the observation, 
"If you get it treated today you should be well and in g^od shape to 
play jour best basketball on Thursday." Peter's attitude toward getting 
medical care is positive, ^and with the external support of his parente^ 
toward the motive of getting well faster with medical care, he misses 
school and receives treatment and cests at home instead. , 

His attitude toward prompt medical care is probably reinforced if 
his throat does well by Thursday, and he is able to play in the game . . . 
because the action on Monday seems related to his strong motive, 
achieved on Thursday. (Of course^^for this reinforcement to be maximal, 
he must have a minimum of feeling, "I'd have felt just as good if I 
hadn't wasted all that time with the doctor.") 

If, on the other hand, that wait at the doctor's office seemed 
interminable, the physician wasn't friendly, ^thc injection was painful, 
and he ^till felt lousy on Thursday, his attitude toward the chosen course 
pof action is less apt to be positive. Or if his missing basketball practice 
Monday and Tuesday resulted in his being replaced on the starting five 
and 111 his playing very littie, then his motive was ijo^satisfied by the 
action and therefore the attitude toward it as a futi^hi|g to do is less 
prone to be positive. « <^ 

IS THE ABOVE EXAMPLE REALISTIC? Actua?living, of course, 
is much more complex than this example suggests, but have you ever 
tried describing all the possible attitudes, motives and behavior inter- 
in even such a thin slice of life as the foregoing? It seems that 
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however much you write down, there still is more that could be said . . . 
or the effects could have been thus, instead, or . . . and . . . because. . . . 

COGNITIVE DISSONANCE. In the first chapter, if you remember, 
attitudes and behavior were described in interaction with knowledge. 
We can reintroduce this cerebral factor in acknowledging and briefly 
describing the phenomenon of cognitive dissonance.* Cognitive dis- 
sonance is the internal disconifort that arises in individuals when they 
know something they should or should not do, but are urged to behave 
counter to this knowledge. Since attitude is the other factor in this 
triumvirate, it may throw the balance one way or the other. A funda- 
mental importance of cognitive dissonance is that the state is uncom-. 
fortable for most individuals . . ^ even painful for some. The hope 
behind much health education is that if a learner gains and internalizes 
new information (which becomes knowledge for her/him) that suggests 
that a present form of behavior is not a contributor to good health, the 
person will resolve the cUssonance by bringing behavior in line wit^ 
knowledge. Example: If Sarah learns and comes to know how auto- 
mobile seatbelts prevent sudden, unexpected body movement in the car 
and that their use is actually correlated with fewer injuries and deaths 
than for folk not wearing belts in comparable accidents, she may increase 
the frequency of her buckling up (even become a regular). This is 
more likely if she has an attitude toward descriptions of past accidents 
like, "That could happen to me, too." If this occurs, her dissonance is 
reduced or eliminated, and a safer behavior has been motivated by 
knowledge of possible consequences. 

Hpwever, if her attitudes (including, "That wouldn't happen to 
me") do not push her to use of belts, ^en the dissonance remains and 
still cries to be reduced. The less desirable result (from the viewpoint 
of traditional health education) is that she "turns off" learning about 
the value of belts, forgets wl^at she learns, and/or searches for other 
information that tells of deaths and injuries that have occurred because 
the victim was buckled in tightly. Then the attitude, "Well, I \Vouldn't 
want that to happen to me" helps reduce the dissonance, and there 
seems to be more consistency between what she knows and what 
she does. 

LEGISLATED OR COMPELLED BEHAVIOR. Since this latter- 
described result seems too frequent for some advocates of more acci- ^ 
dent prevention, some state legislatures now are considering legislation 
that, in effect,'%ould try to reduce the dissonance of car occupants by 
an opposite strategy. Rallier than trying to get desired behavior from 
knowledge, proposed laws would make it illegal not to have a seat belt 

f . . 

iFestinger, Leon, A Theory of Cognitive Dissonance. Evanston, Illmois: 

Row. Peterson & Co.. 1957. Ch. 1. ^ 
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fastened when driving or riding. People then obeying the law would be 
doing something they do not believe in. So to reduce the dissonance 
they wiU come to believe and feel that what they are doing is a good 
and pgtentiaUy helpful, rewarding behavior. Just as people can and do 
justify potentially dangerous behavior, people can and do justify safer 
behavior. In simple teqns; we like to feel and haye evidence for the 
fact that what we're doing is good, healthful, or right. 

Suffice it to say, briefly, that some people, including some of the 
young, do not seem to suffer much from cognitive dissonance. Such 
seem blithely capabte of admitting they know they should do this or 
that . . . and should not do that and this ... and still behave contrary 
to what they know without-apparent discomfort. Perhaps all theories 
of human behavior can only describe a central tendency. Perhaps no 
principle accurately describes all individuals at all times. The epitome 
of a qualified statement! ' 

SUSCEPTIBILITY, SERIOUSNESS, AND MEANS OF PREVEN- 
TION OR CONTROL. The major generalizations about preventive 
behavior— why people do or do not take actions that prevent certain 
departures from full health— blossomed from the work and analysis of 
several behavioral scientists associated with the Behavior Studies Section 
Of the U:S. Public Health Service in the late 1950's and early 1960's. 
Rosenstock 2 and Hochbaum ^ probably deserve the major credit for the 
following model: ^ 

"... an individual's motivation in relation to any particular health 
issue is determined largely by three kinds of beliefs: 

1. the extent to which he sees it as a health problem with high 
probability of affecting him personally 

2. the extent to which she believes the problem would have 
serious consequences for her if it did involve h^r 

3. the extent to which she believes some reasonable course of 
action open to her would be effectivejn reducmg the threat" 

Thus, beliefs about susceptibility, seriousness, and'means to.prevent or 
control are determiners of action or inactionj Ta person lacking .one or 
more becomes less likely to take action. 

An example: four teenage girls are anticipatuig the ski season 
and definitely are "thinking snow," but they seem to vary in their 
i^esponse to a health-related message. They all hear that they should ' 

2 Rosenstock, Irwin M., 'mat Research in Motivation Suggests for Public 
Health," American Journal of Public Health. 50: 298, March 1960. See also 
Rosenstock's entry in The Health Belief Model and Personal Health Behavior, 
Marshall H. Becker, guest editor. Health Education Monographs, 2, Winter 1974. 

« ^,.^,^ochbaum, Godfrey M., Be/wv/or. Belmont, California: Wadsworth 
Publishing Co., Inc., 1970. pp. 56-57. 
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begin to do some prescribed exercises daily to strengthen knees and 
ankles and, in general, the muscles of the legs to prevent injuries and 
sore legs during the early part of the season. 

• Marian does the exercises because she recognizes soreness and 
injuries as problems to avoid that could affect her; she also feels 
that they could happen to her and that, these exercises are a rea- 
sonable, possibly effective preventive measure. 

• Melody does not do the exercises because she just doesn't believe 
soreness or injury will happen tether. 

• Maribeth does not do the exercises because, although she thinks it 
could -happen to her, she doubts that anything of this nature would 
be serious enough to warrant this time and energy for exercises. 

• Meg does not do the exercises because, although s^ie knows injury 
and soreness are serious and feels that they could happen to her, 
she ^st doesn't believe exercises are a realistic prevention; she 
believes that the only 'way to strengthen yourself is just to ski. 

So only one young woman follows the preventive course and three 
do not — ^but each for a different reason. 

CONFLICT i ... INeONSISTENCY. Two other principles derived 
froni the experiments and other systematic studies of health-related 
behavior seem worth noting, the first: an individual's motives and be- 
liefs in regard to various courses of action often are ^in conflict with 
one another; actual behavior results from some resolution of the con- 
flict. The stronger motive generally will determine behavior, and for 
many people, health motives are not as strong as many other imperatives 
to action. The second: health-related motives may not always result 
in appropriate health behavior . , . and health-related behavior may 
result from motives th^t are not oriented to health. Two examples of 
this second statement: 

• Meredith feels he would be better off if he lost twenty pounds, 
so he gets some "uppers'^ from some friends making the-drug scene, 
gets high and stays high for four weekends in a row, resulting in 
the loss of tweny pounds — a health-related motive, but extreme 
and dangerous as a behavior. 

• On the other hand, Thad decided that the price of meat is too high 
so he cuts down to having meat only three Or four days a week,^ 
still well within body needs and potentially more healthful from 
a f^t content perspective — a better state of health resulting from 
an economic motive. 

ORIENTATIONS^— PERSONAL AND SOCTAL. The culture |)f the 
U.S.A. today is one of many competing influences. Each individual 
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obviously has a unique set of liffe experiences, not shared in theiE 
entirety by any other fellow human. On the more general level, how- 
ever, some persons and groups are exposed to more of one influence 
than others, and each individual also selects either a balance of orienta-^ 
tions or an orientation that predominates in developing motives. And 
these, of course, eventually produce behavior," ^ 

Some people have a predominantly personal orientation, and for 
these, most strong motives are aligned with self-betterment. 

• Jane rarely drives after consuming alcoholic drinks because she 
doesn't want to risk an accident in which she might be killed or 
maimed, personally ... she gives blood at the blood bank so that 
she will be.eligible for blood should she ever need a transfusion ... 
she eats vegetables because their vitamin-mineral content should 
benefit her health. ... 

^ Others have strong social orientations, with strong motives based 
on the good of society or of some particular others. 

• Jim rarely, drives after consuming alcoholic drinks because he 
realizes that this can make him dangerous to others on the road, 
possibly hurting or killing innocent peoble ... he gives blood at 
the blood bank because each pint may\heip save someone else's 
life ... he eats vegetables because his wife serves them and *e 
doesn't want to get into a hassle with her 

Some homes and sub-cultures emphasize the personal orientation 
more , . . others emphasize the social or group motives. Maturity, in 
this culture, is usually seen as having some balance of both. However, 
any health-related message designed to stimulate motives for behavior 
that has a predominantly personal orientation will most likely be ac- ^ 
cepted by learners with the same way of thinking and be ignored by 
those with more social orientation^ And vice versa. 

YOU'LL APPRECLVTE IT LATER. Another crucial orientation for 
many health-related decisions is the future. Most small chiklren and " i 

individuals with limited 4)asic intelligence have truncated senses of the 
future. They do not respond appropriately to admonitions to^"do this 
now in order to prevent that . . . later." Growing and developing nor- 
mally extends and makes more real this sense of the future. It is- 
generally easier to get acceptance of smoking as, dangerous because of 
^possible lung cancer or emphysema forty or so years in the future in a 
senior high class than in a junior high group. Acceptance is likely to be 5 
greater among the better students, and in a schooLwith mostly upper 
income, middle class youngsters. Health professionals, including health 
educators, tend to have considerable -sense of the future. It is just as 
important to recognize that many learners in health do not naturally 
ha^ such an orientation. Though health .education may help to develop 

ERIC - 
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such an orientation, some other motives should be on deck for thos@ 
more present-oriented. 

One piquant deviation from the norm just exposited is that some- 
what individualistic yet also somewhat conforming group attitude held 
by a segment of today's youth. They are striving to develop a life-style 
without some of the short-comings they perceive in the society. On the 
one hand, there is a strong preference for the present rather than the 
future that would, for instance, le^timize the use of drugs for a present 
potential high rather than non-use in order to avoid sonie possible 
future difficulties.. On the other hand, there may be an opposition to the 
present construction of an electric power plant because of the environ- 
mental insults that may accrue in the future. The best generalization, 
I suppose, is the counter attitude in relation to issues for which the 
general culture thinks of the future; this group favors the present . * , 
for others, it is future over the present. Obviously, their willingness to 

relate to education based on an opposite orientatidn tends to be minimal. 

*^ ♦ 

PAIN: SAVOR OR AVOTO? Another orientative attitude that deserves 
at least a mention in any health discussion is that toward pain. 

One polar attitude (probably not held by many Americans today — 
but some) would view pain as a basically healthy experience, both as^ 
an indication of some confrontation with the body or mind and as 
something to experience as a means of growth. The opposite polar view 
sees pain as wholly undesirable; health behavior always is that which 
avoids, reduces or eliminates pain. Some people, then, are motivated 
stron^y to avoid pain. What they do and do not do stems from pro- 
jections about potential pain. Let's take an example of a person with a 
different attitude. Russ was a middle teenager on a football team I was 
coaching who had an unusual willingness to hurl himself into blockers 
in order to spoil a play or to try for a tackle despite the pounding and 
stomping- it might entail. His adopted father told me that, as a small 
boy, he apparently got genuine pleasure out of riding his scooter-down, 
a fairly steep hill and deliberately crasJBtig it into a tree. Avoidance of 
pain just did not seem^to be one of his strong motives. 

A contemporary and' famous example of willingness to endure pain 
for fame and fortune is.Ioe Namath, quarterback for the New York Jets 
during the late 1960's and early 1970's. A health educator with a 
strong orientation to the future and away from pain would deplore as 
unhealthy Mr. Namath's willingness to risk further ihjury for present 
goals. Joe, probably, ^would like to have his options 6ther than they are 
(i.e., to have all strong, original, amoperated-upoii joints), but this not 

being possible, he risks and hurts in order to achievd his goal?. 

> ^ f 

TEACHERS' ATTITUDES; The implications of these truths about 
attitudes and motives for health teachers are several. Each teacher will 
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develop and display some position on health-related behavior. Some 
teachera' classroom attitudes wiU be identical with their own personal 
attitudes. Other teachers will evidence some amount of mconsistency, 
expressing certain personal attitudes and then appearing not to have 
attitudes on other issues, mainly because how they really feel is different 
from how they think they should feel. Health teachers may demonstrate 
extreme liberal attitudes, leanmg toward a dynamic duo of statements 
sudi as die following: 

"Any behavior may be healthy for a particular individual . . 
depending on ^ or her personal values.** 

"Even though — may be dangerous (not be good) for most 

people, it might b^ all ri^t for a particular individual ... you never 
know until you try it.'* 

Other health teachers might demonstrate extremely conservative 
attitudes. The basejUne attitudes of these conservative leaders would 
• sound thusly: 'There <are certam ways of thinking ^nd behaving that 
are healthy, and others that are not . . [ it is my task to get students to 
think and feel and acys they should." 

"We know what behaviors involve risking good health . . . health 
education generally should encourage learners not to take risks . . . 
and to understand why." ^ 

Then, of course, there are those (perhaps a majofity?)' who mount 
some personal and/or pedagogical compromises that have this flavor; 

"Each person has to decide for herself or himself whether the 
pleasures and values of smokmg cigarettes and drinking Mcoholic 
beverages override the risks, but using heroin or sopors is just too 
dangerous ... it would be foolish.to try these." 

"Each person has td make up her or his own mind what social 
causes to support and what social causes to oppose^ but sitting in on 
the construction site o^ a nuclear power plant is going too f ar . . . 
is unhealthy social behavior." 

HEALTH BEHAVIOR NOT IN THE (XASSROOM. As was indi- 
cated earlier, attitudes are generally evaluated by observing behavior. 
Oh, it can be argued that Joe can believe one thing and do another . . . 
for instance^ Joq believes in protecting himself against infections, but he 
did cut himself while workmg on his car last Satprday afternoon, and 
he didn't evep wash it until after he finished the job in the evening. 
Maybe it is true that Joe believes one thing and dbes another, but the 
actual behavior suggests that however strong his attitudes toward pro- 
tecting himself from infections may be, they are less strong than those 
toward going on with the job, despite an "injury.* In terms of infection,- 
he just has to have some attitude of "It wotft happen to me" that 
overpowers the attitude pleading for caution and prompt care. This 
all congeals into the generalization that most health-related behaviors 
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cannot be observed in the health class. The teacher can observe and 
evaluate academic behavior . . . tod classroom social'behavior . . . and 
classroom evidences jof. emotional expression and control, and can^«ask 
fojr verbal or written recialls or predictions of behavior. But the teacher 
cannot know directly whether: 

• Joe does or ''does not disinfect cuts promptly. 

• Shirley does or does not smoke pot, and howoften and how much. 

iBcnedict does or does not display hostility toward others when 
driving at night. 

• ,Alyce does or does not overdo the use^of home remedies for real 
or imagined ills. ' . . 

What is learned in the classroom must be carried over by each learner 
to th^t situation where the knowledge and the attitude interact with 
i> niotives and where behavior or non-behavior results. Obviously, such 
situations are often quite unlike classroom experiences. 

• The evaluation- pf some learning in a 7th grade class on refusing 
to start smoking^ involved writing, on Wednesday, a simulation of 
•^a weekend situation (party or otherwise) and describing how an 
individual could skillfully and without embarrassment refuse an 
ofifer of a cigarette^ Jayne's response was imaginative, thorough 
and accurate; she eame^ a 'maximum number of points on this 
test item,' but the test was not returned by Friday. On Saturday 
evening,, as she was putting the finishing' touches on her. hair, she 
mused, before her mirror at 6:30 p.m., about what she might do 
and not do, how she might react to various happenihg^ at the 
party to which she was going. Here she was almost as rational as 
on her exam question, but later in the evening, with a small^group 
of girls under a tree in the party's back yard, she did not react 
according to her response on the exam. 

SOME CARRY-OVER HYPOTHESES. Somehow the carry-over was 
eroded. Are there ways to prevent this from happening? Nothing 
proven, but consider some hypotheses based oif behavioral science. 
First, the positive: the type of evaluation was probably as close to rpality 
as possible. The task, was a written simulation of real life, with the 
writer having to set the situation and reactions'. This certainly would 
theoretically be better reinforcement of learning than a true-false ques- 
tion such as. Do women smokers develop heart diseases as frequently 
as men? False is the correct answer, but it gives you no clue as to how 
much more the student knows, doesn't know, or knows in part. One 
shortcoming, from the behavioral perspective, is that the exam nvas 
given on Wednesday, a maximum distance from a past weekend and 
from an upcoming one, and probably more social opportunities to light 
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up. This could have been remedied, ev^en exploited, if the exam had 
been returned and discussed with some thdroughness on Friday . . . 
a revisiting . . : a reinforcement. 

For maximum unpact on behavior, in theory, the learner nyist 
really give her/his attention to the learning situation. There sh9ulfbe 
reinforcement of major points to be learned, and the remforcement 
y should increasingly m^^ the Idamer apply the ideas, facts, concepts to 
b0 learned m new situations that are dose to the leamefs real life. Some 
research suggests that if a learner makes some sort of tangible commit- 
ment to actually do or not do something, there is more likelihood of the 
actual behavior bemg consistent. Finally, the closer all of this classroom 
activity occurs to actual situations of like decisions, die less likely for- 
getting and other counter-learnings are to interfere. Finally, of course, 
actual results are powerful influencers. If Jayne did all of flie wrong 
tilings, exposed -herself blatanfly to pregnancy and still did no^ become 
^ pregnant, tiic learning is a mixed bag. And future behavior is not really 
predictable. 

BE AFRAID. Some research suggests tiiat fear (a beguiling, seductive 
motive tiiat one is often tempted to encourage) may be an effective 
ineans to get attention, ,but is not a good way of encouraging positive 
behavior.* Fear tends to- focus on what learners should not do, which 
often gives no direct clue as to what to do instead . . . and why. 

Another important realization for the health educator is that 
messages and learning experiences designed to heighten fear of a par- 
ticular behavior (the ^dangers of unprescribed barbiturate use, for ex- 
ample) may make it seem very attractive to certain youngsters^ hungry 
to try something most people are afraid of. 

BEHAVIOR MODIFICATION. Now, no chapter on attitudes, motives, 
and behavior would be respectable at this date without some descriptioa 
and analysis of behavior modification. Originated philosophically, and 
to an extent empirically, by B. F. Skinner, Harvard psychologist, be- 
havior modification fs based on a rather mechanistic view of human 
action and inaction.' "it denies any supernatural influences and ^sits that 
the behavior of most individuals is not really determined by free will ' 
,or personal decisions, but by social &d cultural conditioning. We all 
arc being programmed to respond in certain predictable ways, but, 
uncontrolled, this programming produces much undesirable behavior. 
So why not systematically program people so that they enjoy behaving 
in ways diat are satisfying to them' and arc ^ non-harmful, even helpful 
to others? The central strategy is to reward desired behavior, as''immc- 
diately as possible, and to ignore undesired behavior. Punishment is 
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considered a potential kind of reward . . • at least it constitutes recogni- 
tion and attention; positive or negative may not obe important to the 
behavior. The opposite of rewarding, then, is ignoring. As the indi- 
vidual responds to reward, she/he tends to behave in ways that keep 
rewards coming. Consequentiy, behavior is repeated and becomes more^ 
comfortable than previous ways of Acting. If the behavior (or non- 
behavior) is also intrinsically rewarding, this more lasting motive begins, 
to take over. Then, to reduce any possible dissonance, th^ person's 
attitudes move into agreement with behavior^ In theory, all data for 
behavior modification should come from experiments or other forms of 
empirical analysis. If it is proposed that some group of xmfortunate 
people can be deconditioned from some destructive behavior and re- 
trained by a reward system to behave in nonharmful ways ... it is 
because experiments show this, in fact, does occur. 

WE'VE ALWAYS HAD IT.^ Behavior modification always has had a 
hallowed place ik schoqls. Take reading, for example; it is the funda- 
mental behavior taught in schools. Accurate, expressive good reading 
is rewarded extrinsically at first, until it becomes obvious how useful 
reading is to accomplish many other tasks . ^ . and how rewarding it is 
in and of itself. The efl5cient reader is rewarded. The poor reader is 
not. Modem approaches .to teaching those with reading difficulties 
typically are based on giving rewards for pi;ogress » . . and withholding 
* the punishments that tend to accrue those who do not read normally. 

HOW MUCH IS HEALTHY? The philosophical value question as to 
how much behavior modification belongs in health education remains 
unresolved for the total profession. In a sense, behavior modification 
is anti-intellectual. It basically denies that reasoning or personal deci- 
sions based t)n weighing alternatives ever is a free process and affirms 
that its practice produces too jnaany bad decisions. Get people to behave 
«r*the way they should,, and life, will be happier for all — ^becomes the 
substitute goal. Its pfactice depends on clear agreement on wh^t the 
behavioral go^ is a|id then perhaps fierce persistence in seeing that this 
behavior is rewarded and does begin to^ predominate. 

DIFFICULTIES TEACHERS HAVE. Health education certainly is 
based on behavior, but it can also deal with attitudes and motives that 
influence. And, in the classroom or semi-structured settings, it ^s 
accomplished in large part through vocabulary and increasing familiarity 
with pertinent verbal symbols. The general behavior science axiom 
would be to work from where the learner is. 'With a normally hetero- 
geneous class oftwenty-fi^ or piore students, it is difficult "to find a 
place where any appreciable number actually are. This is a fundamental 
reason why education is not mbrei effective. I talked recenfly to a 
teacher who had tried and then given up on complete individualized 
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instruction that is an obvious answer to ineffectiveness. She said, "One 
day ^looted around and it seemed as if I was the only one doing any 
work and I was worn to a frazzle , , , and the results didn't seem worth 
the effort." K all teachers were paragons of service dedicated to learners, . 
more learning migl#take place. But teachers are human beings also 
whose interests, time allotments, and energies are shared with people 
and thmgs other than their students. Computers and other forms of 
programmed instruction can overcome this shortcoming and can tire- ^ . 
lessly a^d with singleness of purpose help a learner progress from where 
die/he is to a higher understanding: But only if the learner is motivated. 
K he/she won't turn the page properly or push the right buttons, the 
program or the computer mutely and pow^lessly waits. Oply the human 
teacher has the capacity to deal with lagging desires to learn. 

All teachers must decide . . or evolve a strategy as to . . . how ' 
much to be themselves and how much they need to play the role of good 
teachers. "This above all^ to thine own self be true" is an appetizing 
aphorism, but can have disastrous effects when the teacher is not a 
natural, caring, resourceful director of learning. For the benefit of 
learnings some teachers need to learn to be actors and actresses. Is this 
bad? How do you answer the question. Who is the best performer . . . 
the actress who plays essentially herself in similar charahers or the one 
who cto play a wide variety of characters and be very convincing? K 
you favor playacting, you conclude that just oneself by itself may not 
alone be enough. 

SUMMARY 

• Differences m/the attitudes of individual learners result indifferent 
reactions to a aeaith class. 

• Amencans generally believe in science, but few true^i^periments 
with human subjects are allowed ... evidence of varies higher 
than knowing through science. 

• Motives- and attitudes, unique basic predispositions within each 
individual, affect health-related behavior. 

• Strongest attitudes are those associated with one^ofci^e motives. 

• A person's beliefs about her/his susceptibility, the ^eilousness of 
a threat, knd the -nature of the means of prevention or control 
basically determine how the person behaves. 

• Attitudes cannot be easily identified by a teache^because much 
unportant health-related behavior occurs awa^from school. 



ERLC 



ChapterVtt ' / ^ 

Riisk-IMiiiii 

^ • Pne night Margi takes an aspirin ... the next night she takes a 
\ \ ^ poly-drug tripr-^ chance combination of uppeiB and downers. 
\ • One aftemoonOiarles comes do\vn the stairs m his home two at 
\^ a time withourtbldmg th© raU . . , tjie next afternoon he ride? his 
\ motorcycle down a ste^p monntam traH, through a-stream and up 
\, another steep mountain. " 

• Ope evening Ken mtroduces hunself to Barby and decides to §trike 
upN| -friendship . . . one evening two weeks later he asks her to^ 
marrjrhim. ^ 

Risk-taking comes in many forms and is exhibited in many^ degrees. 
Life itsdf is a matter of risk-taking, but injury, iUness, and crippling 
often result from taking risks, thus making subsequent life less pleasant 
and more painful; Premature death fairly frequently results from a risk 
taken, and death certamly duninishes the quality of life. So I have put 
the negative first, as a health educator would be expected to, but close 
on its heels is the positivcr— the reason for this. chapter. A risk is any 
action for which there is ^ome possibility of failure and some possibility 
of succes^s. For an individual,.however, this has to ]be translated as some 
possibiUty for personal satisfaction, pleasure, or sense of accomplish- 
ment, with the altemativejs bemg disappointment, p^ (or death), or 
sense of failure. For ^y mdividual .who takes a risk freely and willingly, 
^ the advantages of succeeding seem equal to, or typically greater than,' 
the price of failure./ 

HEALTH EDUCATION— ANn.RISK? Issue by issue, behavior by 
behavior, health education normally opts agamst risk-taking. Issue by 
issue, behavior by behavior, this is logical, sensible, defensible. But in 
this case, healthy parts do not a healthy whole make. Why? Because 
many real pleasures, exciting experiences, and true accomplishments 
result only from taking risks. Consistently cautious behavior can stunt 
a person's, functioning. And stunted functionmg is, as a denial of one 
of pur original definitions, not healthy. A motto that I like, and feel 
applies here is, "Moderation in all things, mcluding moderation." 

BETirai! HEALTH-BALANCING RISKS. What this boils down to 
is fhat healthy people take certain risks and certam precautions. Thqy 
balance fiieir risks. But, aye, here's the rub: healthy Amerit^n§ do nbt 
necessarily agree on what risks to take and ^at risks to avoid. There 
all dimensions of life— physical, mental, emotional ^nd social 
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risks. And, of course, any particular Ipehavior may be some unique 
•combination of tiiese dimensions. In addition, the pleasures, experiences 
and accompii&liniejnts potentially accruing are not valued uniformly by 
people. Part of my individuality is tied up with how I value certain' 
experiences and what Fm willing to risk for them . . . and yours is, too. 

Let's go back and consider the three risk-ta£ers who introduced 
this* chapter. Margi's taking an aspirin is a risk most of us would take; 
oh, there, are some vague and unlikely dangers, but the feeling of relief 
from pain certainly seems wpxth achieving, at a small risk. But when 
Margi takes a combmation of ^illicit pills for the potential exciting mental- 
emotional experience it provides, m spite of the risks of panic, con- 
fusion, irrationality, psychotic break and suicide, she becomes a ?mall 
minority of Americans who^ consider such a risk a desirable one. When 



Charles comes down the stairs m his home in the fashion described 
(something he may have done many times), he takes a certain risk, 
but not a very severe or serious one; particularly for, say a young man 
of 17 or 20 years. But when he mounts his cyclp and roars it down and 
up steep mountain trails for the physical challenge and emotional 
charge this action provides, in spite of the potential for serious injury, 
disablement and violent death that such a ride.entails, he is taking a risk 
most people would valucf^as not worth U! 

When Ken mtroduces hunsejf to Barby and persists in the getting 
acquainted conversation, he is running a risk of being turned down or 
of having hei: show disinterest m Mm (a social risk with ego mvolve- 
ment), but most of this culture would judge this as a notinal, acceptable 
risk for a mature person. But when\he asks her to ma^rry hun after 
only two weeks of acquaintance because they seem made for eacjh other, 
most of us probably would label this an unwise risk; We probably would 
judge that the chances are high that their romantic attraction is the 
main motivation rather than honest evidence of long-term compatibility. 
But these are extr^es, and as different people rate mtermediate risks, 
ttiey will typically exhibit different values. For instance, how risky is it 
for Margi to smoke a C9uple of marijuana "joints^' or drink two or three 
screwdriver^. . . or for Charles to ride his cycle a couple of miles to 
a movie? . . . for Ken to ask Barby to marry hun after six months 
of acquaintance and courtship? ^ 

DEATH OR HANDICAP. As suggested earlier, there are risks m every 
dimension of living. The most obvious physical one is death, and the 
feelings of strongest avoidance are in people who are enjoying life, and 
who have no strong belief in any after-life existence, eitiier in a spiritual 
or a reincarnation sense. However, the situations in which death has 
occurred for someone encompass almost every conceivable life activity, 
so people tend to try to avoid the risk of death according to their estimate 
of the general probabilities and their own personal vulnerability. One ^ 
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further return to an initial example: at 17 Charles runs little risk in 
coming down the stairs two at a time without holding the handrail. How- 
aver, If Charles is 67. suffering frgm gout and recoVering from a serious 
heart attack, he considers this type of descent as ^uch more risky— to 
be executed only in die face of some more immediate threat to life^such 
as his house being on . fire. 

\ Another motive of avoidance is in relation to possible handicap. 
Because most people value wholeness of body -and maximum perform- 
-ance, there is to encouragement to eschew risks that could result in loss 
, of vision, loss of limbs, heart att^ks, and other diminishers of function; 
But like the situation for. death, it is virtually impossible to live actively 
and not run some disability risks. So, again, we judge . . , and not always 
''consistently. 

MENTAL Rl£;KnS[G. An example of a mental risk is to h^ve to give 
evidence that one does not know something one is expected to know* 
j>^omp teachers conduct classes in a very controlled fashion so that they 
are always in control and rtin minimal risks' of being asked something 
they should know but do not know. Other teachers feel that this is a 
risk worth running in order to achieve more active learning in students. 
So the risk of being considered "dumb" is one many people do not 
like to run. . ^ 

In the emotional realm, embarrassment, disappointmetft ahd 
wounded pride are risks attached jto many potential activities.* Tb try 
out for the lead in a play is risky because only one person. wSl achieve 
and the others may be disappointed and hurt in the pride center. The 
greater the competition, the more satisfaction one can feel in achieving, 
but the greater is the sense of disappointment in the taany who tried 
and failed. 

SOCIAL RISKING. This shades, of course, across into the realm oii^ 
'risking social disapproval or rejection. Peer pressure in youth groups is 
partly a mdtter of suggestions for behavior by certain designated pr self- 
appointed leaders, coupled with the unwillingness of others in the group 
to risk disapproval or rejection of counter-proposals by the group. Thos? 
who risk tend to be leaders; tijose who shy away from social risks are 
generally destined to be followers. 

PERSONAL .CHOICES AND SOCIAL CONTROLS. As ip biost 
facets of behavior, some people are reasonably consistent and predictable 
ip relation to the risks they will take, and some people are not.' Soitid-are 
more prone to risks in certain dimensions, some in others. In general, 
people are more willing to risk when they feel they have some compe- 
tence in the area of risk . . . and those who do risk tend to develop more 
ability, thus reducing the degree of risk. The youngster who risks* the 
dangers of learning to ski may learn to ski so expertly that the risks are 
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much dfaninished* Th^ risks of being dubbed a novice are also jreduced, 
as are those "of fueling personally inferior. But the initial risk has to be 
run and wercome, , ' 

A fascinating aspect of risk-taking, however, is that once ^odety 
.recogni^ some activity as risky, it develops some controls and deter- 
rents for those who might take the risk. But in order to keep up the 
support for such controls (particularly if they, require periodic refund- 
ing), society, or the confrol agency, needs losers to the risk threat: For. 
example, campaigns to reduce traffic accidents tend to fpcus on the num- 
•be^/and conditions of accidents. Ironically, if acciderrts are reduced 
markedly, "the social concern for controls diminishes; eventually accidents 
increase again, examples of carnage arb once again evident, and con|rol^ 
are reestablished. This tends to be true not because we are insensitive, 
but^n the seemingly simple premise that as a risk seems to diminish, it 
canBe replaced in our concern by others that now seem more serious. 

AFRAID OF RISKING. <>ThQ general thesis developed thus far is that 
talding certain risks or too many risks can constitute unhealthy behavior. 
Now let us consider the opposite — being unwilling to take acceptable 
risks. *fevaluate this example: Some years back I met a man in a south- 
vffestem state who ran a health studjo. As we became acquainted, he 
told me about some of the people who worked out regularly at his spa, 
among- whom was a certain nihetcen-year-old boy. The man was obvi- 
ously very proud of him as he showed me some pictures, and the lad 
surely w^ one of the most perfectly developed phlysical specimens I had 
ever glimpsed. Good looking, muscular, steady of gaze, serious in his 
weight lifting — he looked to be a picture of perfect health (as we usually 
judge such ... by physical appearance). But the man went on to say, 
"He does have one little idiosyncracy-^he- won't let anyone touch him, 
evea me. Yoti see, he doesn'tVant to come in contact with germs, and 
he thinks people carry germs. Sp ha doesn't want to take any chances 
. . . and letting people touch him is a chance." This struck me as a tragic" 
example of a young person crippling himself emotionally^.;ind socially 
because 'he was unwilling to take a risk that is so minor it barely 
deserves an appellation. ... 

Let's assume we have enough generalizations and need to consider\ 
now some specific risks. 

INFECTIONS. An elaboration on the example of the preceding stofy 
— encountering microorganisms — mightbe in order. After nearly twenty 
years of parenting, the following risk is being diminished for me. I sit 
down iri a chair and up into my lap crawls one of my sons, exhibiting'^ 
the vivid symptoms of the common cold — running nose, sneezing, cough- 
ing, i know that if I cuddle him and talk to him at close range, his 
breathing and probable sneezing on me will expose me beautifully, and 
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I run the risk of maififesting the same symptoms. But in, order to avoid 
thilrisk P^tist run the risk of communicating to this little kid that his 
Daddy Joesn -t like him.^ He cannot yet Understand the chain of infection 
and how I must avoid close contact with anyone who has an infection 
passed ift.dropiets from the nose and throat. All he knows is that I am 
rejecting him , v . and he didn't do anything. So during these years I 
often run this risk— and lose too frequently for .respiratory comfort. In 
general, then, c%e personal contact witfi another person involves the 
risk of respiratory infection. And often this seems a risk worth running. 

Another related risk is that of infection tbtQj:^^! a breat in the skjn. 
The^ epitome of caution in regard to this risk i^hkt of the' surgeon w^io 
scrubs and wash'es her/his hands and arms for five full minutes before 
and then, in^jaddition, wears rubber gloves during even a minor Surgery. 
The epitome pf recklessness would be administering no treatment at all 
to a jagged.puncture wound, 'the result of stepping on a dirty nail. Some 
people would stand aghast at the risk involved in the latter. Others, from 
experience, wotffd say. Well, the body seems to be able to combat any 
infections ... at least I Always seem to heal up all right. Still others 
might have a regular tetanife toxoid booster as recom^nended by their 
physicians, and then be rather cavalier about othef pfl&sible infections. 
Each break in the skin, accidentally or purposefully nji^e,- carries a ris/k 
of infection. Yet different individuals vary greatly in how they deal wfth 
such risks. ^ r 

GAMES, SPORTS, AND ATHLETICS often ^e arenas of risk. Minor ' 
risks are pulled, strained and sore muscles, abrasions, blisters, bumps 
and bruises. As a sport involves more violent body contact (up to 
collision 'sports like football and hockey) , the risks of serious injury to 
the brain or central nervous system, the eyes, the joints and the heart 
increase. Yet, for many players, the tisk factor is one of the reasons 
for .competing. The excitement of risking injury in a number of ways 
proJuces an emotional* satisfaction thkt is part of the motive for compe- 
tition. And our judgments about this have some beguiling ambiguities: 
I recently watched a championship women's gymnastic meet it\ which 
one contestant was going to try a particulariy diflBcul^ and dangerous 
conclusion to a vault. She had a spotter because of the danger. She com- 
pFeted the maneuver, but the judges ruled that the spotter had touched 
her. Consequently, she received such a low score that she dropped from 
a possible winner to last place. The message, seems to be that one who 
tries too blatantly to avoid risk or injury cannot qualify as a champion. 
This example highlights the mental-emotional risk of sports "^Iso. She 
wanted to win; she tAade the decision to try this diflBcult task to insure 
that win. Oa a* technical rulin&she did not succeed^ and thus lost every- 
thing. Her mind theSi may replay the choice and cry out, K I had'done 
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. . . instead In competition, .to the extent that one truly enjoys vie 

tory, one i^ susceptible to die hurtyig ^disappointment of losing. 

SURVIVAL. Risk is intensified in certain types of competition— things, 
like survival camps and expeditions such as "Outward Bound" ami 
•'Underway," where participants must scale cliffs, tapjpQl off rock faces, 
stay out in tlte wilderness alone, canoe down rapids, survive off the land. 
Participants are taught how to perform each activity as safely as possible; 
most can be learned only by actually doing them, with the risk ever 
.present. Various primitive cultures have had some sort of ritualized rites 
of passage from childhood mto adulthood that often require tremendous 
physical and emotional risk. However frightening these may be, thekr 
typically sefem l^ss risky'than the social disapproval of failing or refusing 
} to try. If this test is the only way to become a legitimate adult, and thi s 

is tite^nly desirable tWng to be, then whatever risks are entailed aie 
worth runnii^g. TWs culture of ours is much more safety and anti-paia 
' oriented and has no such official rites. Ho.wever, it is likely that we haVe 
in our population some young men and women who are' psycholo^cally 
attuned to fliis "^oing something brave to prove yourself." Even whea 
fliey are not compelled, they seem unaWe to advance into adulthood 
without atte^ipting some risky feat. Such ybung people race motoi'- 
cycles or sno^vmobiles, climb.unsurmountable mountains, skirjump and 
cSher potentijally dangerous activities, including, unfortunately, some- 
times racing ^utomobiles on public highways. 

Pediaps one of the most colorful risk-takers in recent times is a 
jroung man named Evel Knievel. Early risk-taking attempts included 
using a motorcycle to soar over earthbound' objects', such as fifty cars 
parked side by side. In announcing his plans to jump a specially powen d 
motorcycle over the -one mile -Snake River Canyon in Idaho, he gave iis 
his moti^^ *'J said I would do it, and I intend to keep my word. One of 
Y%ie weataies^esW the U.S, today is tha^ not enough people do what th^y 
say they'll do." On September 8, 1974, Evel rdde his rocket not acrcjss 
the canyon as proposed, but parachuted into the Sn^ke River when, it 
misfired. A newspaper account reported, ^ ! 

His (Evel's) barrier, thfe natural grandeur of the Snake River ! 
' ^ Canyon, was in itself awesome. His tasjc was formidable— to ride i 
a gerrybuilt *skycycle' across the yawning chasm and land safely 
on the other side. Rip-off, it might have been, but the stunt most 
certainly was not without risk ... He lost obviously— but^it was 
not the kind of loss that would lead a strategist to state bluntly 
that losing is nothing.* 
But of course, behind all of his accomplished and proposed feats of dur- 
ing is the philosophy, "If there's little rjsk, there's no reward." Thoilgh 

. 1 Chicago Tribune, Tuesday, September 10, 1974, Section 3, page 1, Sectioii 3, 
page^. Reprinted courtesy of the Chicago Tribune. ^' / 
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most of us, particularly adults but some youth also, would not do these 
risky things ... and do value safebehavior over the reckless ... we have 
some residual feelings of admiration for these daring-do's, 

, BERO AND COWARD. Anpther aspect of this essentia^y physical^ 
iisk-takirig, which we are somewhat ambivalent about in our thinking, is 
rtliat in conjunction with military cojnbat. The long, drawn-out, generally 
unpopulaor war in Indo-China encouraged a great deal of anti-war feel- 
iflg, which then tended to produce the feeling that military bravery is not 
veryjn^mgent . . . maybe even -stupid. Still, war and combat have been^* 
part pf our history, inseparable from' the position of world prominence 
the holds today. The Congressional Medal of Honoi- is awarded to 
those few combatants who' risk their lives obtrusively, for othefs or for 
spme worthy objective. Some survi>^ the risk, and others do not. At the 
other extreme, cowards or traitors are not persons admired by most of 
us, despite' theirjconcem for their own personal safey and survival. So, 
We value life and we. do not presently tfiink /lighly of war, but we still 
tend to favor the hero over the coward and to revere and honor the 
spiritual principle, "Greater love hath no man than this . . , that a man 
laj^wn his life for his friends." - 

MOOD MODIFIERS. Another important, but different area of risk- 
taking, js that relating to the use of substances thatinodify moo^ and 
behavior It was reported earlier in this book that health education in 
schools really was kindled by the temperance movement, whos^ feelings 
that young people should know the risks involved in use of alcohol and 
other narcotizing substances were translated almost^universally into state 
statutes of required teachinf-leaming. Today, the raison d'etre of mSiy 
health education programs is that youngsters should khow the risks in- 
volved in use of alcohol, totigcco, and other drug-type substances. * For 
each of several substances, there is a range of attitudes about the risks 

involved. Statements representative of some of these positions follow. 

(I 

CtGARETTES 

Developmg lung cancpr, emphysema, or heart disease is nothing 
that I want to happen to me, and I think smoking does lead to 
these, sorno smoking for me. 

I've been smpking for fifteen years, but Fve noticed trouble in 
breathing lately, and I sure don't want to get lung cancer or emphy- , 
^ema . . . and I may be one of the susceptible .... 
I think smokers are more likely to develop lung cancer, emphysema 
and heart disease than non-srnokers, but I enjoy smoking, so Pm 
Uniting myself to an average of a little less than a pack a day. 
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I'd like to smoke, but the boy I really like . . . and tli^t I wsmt to 
li}ce me . . . doesn^t like smoking. So having him like me is sure 
more important than sflabking. 

I really don't care much abo&t smoking, but most of the girls in this 
group I really want to be in with do smoke, so I'd sure father smoke 
I than risk their npti^ccepting me. 

Maybe smoking does cause lung cancer, emphysema, and heart 
disease ... I like toi^^moke ... and I figure if it's my time to go, 
I'll go, whether I smoke or not ... 1 guess I'd say it's* a risl^: worth 
taking. ^ 

BEVERAGE ALCOHOL 

When I see and hear about all the.trouble that alcohol causes I just 
resolve over and wer again never to drink — pr approve t)f drinking 
for anyone. • 

I guess some people can drink Jand not haVe aqy trouble, but I'm 
not sure how I could handle it, so, for me, non-drinking is the best 
way to go. ' 
- I realize that drunkenness^, dj^nk driving, and alcoholism are real 
personal and social ptbblems, 'and I sure don't want to be part of 
any, of these, but I enjoy a drink now and then, so I'll just be careful 
to always stay moderate. 

The group I want to be associated with likes to driftk, but my family^ 
doesn't approve of drinking, so I drink with the crowd, but am* 
cartful not to lose control so that my family would' find out that 
I drink.. ^ ^ " 

Drinking? When people get obnoxious, slop^p^jand sicjc I ^sure 
disapprove, but most of the time it makes peojfl^appy, friendly, 
witty, even brave, and I thinbthis is a great way w be, - * 

, I like to drink ... I even like to get drunk. Alcohol may be harmful 
,to some people,, but they're probably losers anyway.^ If there are 
any risks in drinking, they're certaijily worth takings 

MARJJUANAj 

There just isn't enough known about marijuana . . . particularly 
^ long-term efifects, so Fm not going to take any chances. 

From what I hear, marijuana gives a nice, gentle high, but it's- 
still illegal and whatever it might do just isn't worth the possibility 
,of being/ arrested for possession. . 
I tried grass once and it made me feel too good. I think I might 
come to want it too much, so I'm staying away^ from it.^ 
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Aike grass, and I smoke it every once in awhile, but my Dad's 
position in life, which is reaUy important to him, would be so 
jeopardized if I were busted thaCl just don't feel comfortable 
getting stoned. 

I'm not sure how I feiel about pot, but I really like this group o^ 
kids and they like te smoke, so I ga along to enjoy what theV 
enjoy and experience what they experience. 

I like to smoke and I reaUy enjoy getting stoned. I don't believe 
tljerc's any . harm that can come from pot, .and nobody gets 
convicted for just smoking any more. It's one of nature's nice 
weeds. 

B^^ITURATES 

You can get hooked worse on barbs than on any other drug. 
Whatever the high experience might be, it's not worth losing your 
V right to choose. ' 

I realize this Seconal can be really habit-forming, and I'm trying 
. not to^ become dependent on it, but when I just can't go to 

sleep . . : well, eventually, I just have to take a couple. )■ 

It's a beautiful, soft high that lazes right over into delicious sleep. 

r enjoy it, and I'm certainly not going to Worry about any future 
^ bogeyman of being hooked. 

AMPHETAMINES"- 

IVe seen kids strung out on speed ... and I heard one of them 
died. They redly weren't having any fiin . . . just taking more to 
Keep from, crashing. I'd like to see anyone try to ept me to take 
any of that stufif. 

I don't really Jikc the high experience with Benzedrine, Wxl it 
does get me active. I move around and do things, and I don't 
fed hungry. I don't like being a drug-taker, but I don't like 
being fat and lethargic either.^ 

I've done a lot of things, but the greatest of aU is to really fly 
with speed. It's not really addicting, .and I can handle any ' 
psychological dependency. Anyone who's .ever fcried it will tell ^ 
ysfn it's a risk worth running, t 

HlSkOIN - 

^ I've had opportunities, but 1 keep thinking that any drug use couM ' 
eventually lead to heroin, and the thought -of ever becoming a 
* junkie and shooting stuff into my arms just sickens me. Nothing 
is worth that. 
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I didn't really want to go to H, but these- kids I was with just 
decided that Was the big experience we should all have, so what 
cpuldldo . . . orsay. ^ ' ' 

- Sometimes I think Fd^like to ^et off this stuff, but ^hcn I feel 
those' pains coming and that dryness in my mouth I get out and 
hustle' some more and nudge my old system off into that beautifiil 
' Land oj Nod again. ' / 

MOOD MODIFYING ANALYZER. Sb, at one extreme are folks wh6 
recognize cthe 'dangers and are unwilling to take thQ risks that are 
potential and possible. TJien .there are others who sjee some personal 
susceptibility to difficulty. They're not sigainsf all use, W thejr| 
perceive 'E p,ersonal risk^not worth running. Next come those wjia 
admit some risks but use anyway, but with caution and moderation, 
Some don't use, or are very moderate, because of the risk of disfavor , 
from someone they wish to please. Conversely, some run whatever risks; 
a substance has because of the desire to be part of a group. Finally, : 
Jhard core users are those whose perceptions Of the using experiences 
are positive enough to counter any potential or actual danger. Th^| 

. either deny the risk or-they see it overshadowed by t^e using experienc^|^ 
Fortunately oj: unfortunately, there is far from universal agreemenf 
about what is a' risk^and which jisks are worth what real or apparehf 

''pleasure. < ^ ^ 

DRIVING. In one respect, this risk category we've just rambled throy]|?i 
leads to another-rdriving ... and it also leads, to another— sexu^ 
relatioljs. Yet these do not seem related to each other. Humni . , . 
Wi^uTlet's first consider the risH? in piloting the producf^f Americans 
foremost 'industry — the auto. Driving is risky enough that oply 
experts should drive. Yes, all drivers must , pass certain tests to be 
licensed; but frequ^tly these are inadequate. Some people know that 
there are jfiore thaa 50,000 deaths and over two lAillion disabling 
Injuries annually from autojno^ accidents.. . . and everyone kiipws • 
that there are dangers in driving, but the total miles .driven potj^ 
continue to rise. In one sense, the risk goes up annually — there 
more deaths and mjuries each year. In another sense, it goes do>vn^ 
there are fewer per mile driven. You take your choice^of perspec^^e.. 
The automobile undoubtedly would not be so hazardous if^frivgrt; 
could be trained to^be careful and courteous and if tiiey did not prepare 
for their driving as if they were going to be travailing in the ftdianapolis- 
500 mile race. But the automobile is *^art of m American thing 
about getting somewhere, fast . . . or on time . . . or to two placefs' 
in the time normally sufficient for ojie.^ It is a curious fact that most 
cars are designed to travel faster than even the highest speed limit, 
and then officers of the law spend time and energy arresting driveis 
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' for exceeding the' speed hmit.. The higher the speed the less control the 
driver has, except to continue in straight line. Much driving is 
vefy routine, even dull and boring. But driving also is, almost by 
definition, not completely predictable. A driver may, at any time, be 
caDed on to make a decision and execute some control maneuver 
quickly. During the time the driver is r^adting, deciding, turning; 
braking, or whatevei:/ the car is proceeding as it was, and the faster 
it was goin^ the farther it goes in the original direction before the 
maneuver takes, it somewhere 'else. Accidents typically occur during 
this interiiH period. . * ' ^ 

Car as powerful me. The auto can also be j)erceive.d, usually 
■ unconsciously, as a powerful extension of self. People \i?ho feel reckless^ 
can express this by .kic|dng a can, swinging from a tree branch, shout- 
ing l(^dly uito die wind— or by driving as their reckless feeling di(aates. 
The 4^ of driving seeni to fade away as the exhilaration of speed, 
power,^.d omnipotence invades thp driver's spiri^ Taking a chance 
in passing a car may seem to be the essence of life. Tinte can be 
shortened by speed. Rational behavior can be seduced, by speed and 
powfer/ N . ^ 

«^ Driver education^ designed to teach driving in a rational, even 
defensive way. Yet at this f^oint, there is no indication that it is 
, eliminating those risk-takers from the- driving population. For many 
people, probably more the young but not 'exclusively, driving can 
become, in a moment's whim, a delicious game of chance. Most of 
these ar^ not wild, irresponsible people.. But when life seems tedious,^ 
and boring, as it may for all of us from tiipe to time, the- remedy 
may be a tromp on the accelerator or a screech of tires. And when 
one driver becomes jess predictable, all others arouhd become less also, 
and the chance for^ crash kicreases. Despite all the present and 
projected safety measures and precautions, nonp seem -capable of 
overcoming this nee^d to drive insanely. ^ 

SEkUAL |:XPRESSION/ As pointed out before, there is far from 
universal agreement about what is a risk and which risks* are worth 
what pleasures. In the past, it was much more*evident that sexual 
relations outside of marriage were risky and much clearer what the 
dire consequences could be; Much less so today. There is "a risk of 
pregnancy, which for'the female certainly has physical consequences, 
but also potential emotional, social, and spiritual repercussions. The 
risk of venereal disease is equal. for both sexes. But sexilal relations, 
even without pregnancy or venereal disease, can bring uftpredicta^k ^ 
results. Ev^n within a happy marriage,' each time of sexual intifiia^ 
has the potential for satisfaction or for frustration. The married couple 
cnn^ usually survive these latter, partly becaluse there are enough of 

ERIC I - 
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y^the former. Young Americans probably know as much about the 
^physical aspects of sex as any youth age group ever has, but this 
knowledge does not seem to reduce the risk factors-. ^One of the iili- 
p^ant things to realize is that few people can ever really know about 
sexual relations, because they involve non-predictable personality arfd 
emotional interactions ^with another not completely predictable human 
being. Whei;!. the couple Ms 'young, immature, ^unsure of themselves 
and inexperienced, the risks seem obviously gr^a^r, ^ 

,The risks involved in homosexual relations are the same as for/ 
heterosexiial?, plus the risk of addit4onal social discrimination . . . even 
harassment. The general cultural climate is not -so completely . in 
support of social ostracism and ridicule* as in thVpast, but neither 
is it one-of opeq acceptance. ^ , ^ 

Beyond s§x is 'love in. its many forms. The risk involved in 
loving another person is that the person not return "the love, will 
not respond in kind. When on^ genuinely feels love and "fexpresse^ it, it 
constitutes an offering of self. Unqualified acceptance -with the assur- 
^ ance of mutual love is the supreme goal. To be rejected may be the 
supreme frustration, Dnce rejected, q^n a person risk that again? This 
seems a far cry from what is more traditionally thought of as health 
risks— chancing a stomachache or'a broken tooth. But tHe risk of 
loving may be closer to the heart ofsjpeople's functioning well,-^!^ 
poorly, than ^ physical factors. ^ 

Two filial areas of - risk. Learning in school is a risk, as schools 
are generally set up. ^e esrsential risk is that 'you w^l not learn what 
^ is expected or that you will learn 'itv incorrectly' or incompletely. At 
some point, you will* have to demonstrate that you have achieved or 
Tiave not.' To achieve is satisfying. -To miss achieving ^is ^mbairassfaig, 
frustrating, "and painful." Those who do learn firyi it easier to learn 
more. Those who have not learned find it tempting to stop taking the 
risks. And this happens not only in scho6ls. A. friend of mine •has 
worked for the telephone company for years and is very knowled^able 
about virtually all eq|iipment that the company operates^ He recently 
was trajisferred to supervise six installers, one of whom had a reputation 
as^ lazy troublemaker. Wy friend discovered that the man had worked 
for the company for ten years, but had 'never been trained fox this 50b, 
Everyone assumed that because of his years of service he should know 
what l^e was doing. There had been no easy way for him to learn, so 
' rather than risk the loss of face he too^on the role of lazy troublemaker. 
When my friend started patiently to 'teach him his job, without^ any 
acrimony, he responded beautifully and le.arned very rapidly^ 

The last area of risk to m^ntira isi^hoice of life work^ The risk 
is in having to choose before one can really know what it is like. The 
^ risk is in choosing something that is satisfying in the ^ounger years, 
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but doesn't last. The risk, for a woman, is in deciding on high priority—^ 
choosing a career or choosing a man to m^ry, or both. The 'contem- 
porary risk^ ih preparing for some career that will not 'continue in 

. the future. Who. would have predicted that'MacGamosh, receiving^his 
Ph.D» in 1957 and going confidently into the high paying aerospace 
industry, would be out of a job 4n 1970, past the point in life of 
feeling easy and comfortable about starting a new career. Some joung 
people are opting not to join the working culture yet, mostly with some, 
confidence that thdv ability and/or family** position will find them a 
worthy position hhm they decide to jetum to "straight" life. The risk 
beuig nan is that able p^eers wh« seriously complete their education 

-may take the choice jobs, leaving the dropout only undesirable choices. 

Mother game, in a previous chapter; I commented briefly on 
the "Game of Adult and Child." Somewhat parallel to this is the 
"Game of Health. Educator and- Students." In this ga^ the health 
y educator seems to urge leamerS to be more cautious (to^nake fewer 
risks) than she/he really thinks desirable. (That is, she/he woufi be 
a little worried if young learners were as cautious about everything 
,as adult values would suggest). On the other side, the students appear 
to take (and want to take) more chances than they, actually do. I re- 
member a conversation in point with two members of the "hardest 
drinking fraternity" 'on a West Coast campus where I taught some 
.years back. I asked, "Do you all drink as heavily as your reputation 
suggests?" They replied, "No, we have a couple of really hard drink- 
ers . the rest of us just ride along on their reputation." Again, the 
game is largely unconscious, so it can get out of balance fairiy easily. 
The ideal equilibrium is when students are not quite measuring up to 
health education standards, and yet are following more healthy prac- - 
tices than they would generally admit. 

• Health, for most folk, is a* matter of balancing risks rather than 
taking none at all. 

> Though the most obvious risks are physical, there are also mental, 
emotional, social, and spiritual risks. - 

• Risks may be quite complex — i.e., avoiding a physical risk may 
mean taking a social and spiritual risk. 

WHAT IS HEALTHY? . . . AGAIN. Probably taking some risks, 
even a few majdr o^es now and again. "Unhealthy" becomes the 'label 
when the indivijiual takes too many risks or loses too often. And, of 
course, there are those fairiy fare cases of taking too few Bisks. -Re- 
member, though, healthy is traditionally a conservative' value; the 
assumption underiying this value is that*onc^ you hav^ it then you 
oij^rt^ it by not taking risks. Being safe is being healthy. 
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But perhaps this is akSa to the librariaa who really feels most 
comfo^able whon all books ate checked back in and are on the shelves. 
What is a library for? What is health for? To function. To function 
well, MargC Chafles, Ken, and Barby take some risks, mixed artfully 
with some precautions. Risk-taking is necessary for healthy function- 
ing.^ Succeeding where one could fail is the basis "for the good, dynamic 
life. As Margi, Ken, Charles, an4 Barby succeed, they become better 
able to succeed m the future. Life in these United States isn't pure 
survival of the fittest-4nd shouldn't be— but it 4s doubtfu^ if any 
cultural artifacts can negate— or provide a substitute for — the individual 
who takes a risk (with some caution, perhaps), succeeds, and then 
more confidently faces. the next set of life choices. As a preview to a 
later chapter: she/he who adapts well increases her/his ability to adapt 
even better in the future. 




Chapter Vm 

CclliiiaHii|li 

It has been asserted that health education m the schools really got 
its impetus anS start from the temperance movement and its commit- 
ment to warn younpters of the eyils of intoxication. >low, more 
recently, m the early 1970's, many established health education pro- 
grams have been rejustified on the)basis of including education about 
drugs/ Undoubtedly some of the classroom leanmig experiences genu- 
inely Jeave youngsters freer (with understandmg) to make up theur ovm 
mmds about drug use. ' However, I would wager that most drug— and 
alcohol — education coimnunicates dkectly oft^jmtQ subtly that all 
experiences of getting and being "high" are .Undeskable and unhealthy. 
Since many people— young, middle-aged, and old— behave as thou^ 
gettmg m alcoholic high is healthy, it seems appropriate to deal with it 
here. Remember, too, that one premise and promise ot this book is to 
deal with health-related issues that often are not covered m similar 
Jiealth education'Iiterature. "t, 

. The writmgs of psychiatrists Andrew Weil ^ and Morris Chafetz ^ 
, tend to support the position identified above. Let's take a closer look 
at this position. * / 

The health education slogan we must wresfle with first is: Healthy 
persons value their rational minds and behave in predictable ways. 
There is no 'way, of course, that this can be faulted . . . except bjr 
whispering th^ tmy question. Always? Then follows the query as to 
Whether the above reqmres a negative valuing ^ altered states of 
consciousness, which are of two basic types; 

• more awareness . " 

• more unawareness 

Thus, the definition of ^'gettmg high" is emerging as "any favorably 
perceived expansion of the usual, ^ationa^^use ot the mmd and normal 
predikable reaction and behavior." Naturally, it starts from the positive 
hi^ experiences where so^letWng causes an overriduig of the rout^e' 
rational and the normal. Rationality is still' present, but it loses its 
influence m competition with the hi^. But gettmg high also includes 
the strippmg away of the rational deterrents to feeUng free— those 
inhibitions the rational mmd exerts for our own good. Somethmg 

Au&t^l912^%'l7^^'^ ^^^^ /«/e//^ctofl/ Digest, 

^ ^S^^^tf* ^^""^ ^' I/gttor; 'The Servant of Man. Boston; Little, iBrown and 
'965. 229 pp. 

RIC . . 
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thus reduces rational co^rols, one is less aware of them . . . and 
thcfcfore high. 

• Charles has taken a capsule of Y and is experiencilig sensations 
never encountered before. His mind'fs sharp, but his accustomed 
way of viewing things just cannot compete with these new sensa- 
tions. His rational mind chirps,. "But wait. . . while his altered 
consciousness thunders, "But wow! What an experience!" ^ 

• Fred has taken a capsule of Z, and life is all slowed down. All of 
the nagging constrictions that usually make him feel normal but 
sligjitly imcomfortable have slid back and no longer seem imr 

^ pprtant It seems as though he has^imT^ feel thiiigs, with no 
clear remembrance abbut how he should react to them. He is 
gently floating, high above the restraints of reality ... but this 
^ seems real, too . . . to some Usually q^gt part of his being. 
Each is a high. Each is a favorably perceived departure from the 
ratiprial mind and from normal reactions. But the sensations are dif- 
ferent from one another. 

mGHS COME NATURALLY . • • TO SOME. The most important 
admission,- first of all, is that such high sensations, of both types, conle 
natiu^y to people— in A^arious kinds of experiences, including the 
reli^ous. The tempe^ame^ts of some people are such that they ex- 
perience these sensations naturally and often, even when others in the 
same experience situation are not so aware. Others seem naturally able 
to control their consciousness so that they experience fuUy or are not 
unnecessarily inhibited by their, own selves. Still others truly cultivate 
controls over the body and mind, as in meditation. Out of this discipline 
come experiences* that certainly seem beyond the rational, and arc 
constituted' highs. Arid, then, others use che^iiicals — ^those that are 
. naturally occurring and/or those concocted and produced in this better- 
living-through-chemistry era. 

.THE SPRINTER MUST REST. The frontal lobes of the cerebrum 
represent that part of the brain that initiates and controls many aspects 
of functioning, which differentiate human from animal and civilized 
man from savage. Memory, reasoning, inhibitions, and judgment 
ori^nate here, and coml|ine in those unique motivations that push hu- 
mans on to achieve more ... to be better ... to be concerned. But, 
in a Chafetz image,^ this, part of the brain is akin to the sprinter, and 
these concentrations of attention, focusing of efforts, evaluating, institut- 
ing corrections all are very taxing. Just as the^ sprinter cannot keep up 
her/his torrid pacfe for more than a few hundred y^rds, the cerebral 
cortex also must rest periodically from its striving Many of our 



3 Ibid., pp. 181-182. 
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reactions truly are returns to the primitive, actually or symbolically^ 
hiking, swunming, sailing, cooking out, camping. They constitute rest 
for the cerebrum. So do some chemical substances, and their effects 
often can be felt more quickly, \ ^ 

EXEMPLARY VOYEURISM. Or . \ . let's look in on a party or 
gathering of young adults, many of whom are not acquainted. Most 
of them have learned since chDdhood that some people you don't know 
cannot be trusted. They have learned, as children, that you lock yotlr 
bike and your house, tfiat you do not^ride with strangers, that some 
people can harm you. They have learned that expressing what you think 
may not be weE iT^sceivSi by others. This is all rational, but it is also 
uncomfortable. 

Some person^ are uncomfortable because they feel they are not. 
smart .enough to enter conversations; others may feel edgy because they 
have more education than most. Some are naturally shy; others are 
nervfiSs about social interacting; some may be downright fearful. 

^ On 'the other hand, undoulxtedly ttiere are some present 'who 
easily "turn On" to people and for whom the gathering in itself is a 
jnatufai high. We tend to- say? "Bravo for theml'^ and, . "The others 
ought"^to be able to do this^ too." Except that? it is unlikely that we 
•all shall ever havejhis gift of relaxation and heightened pleasure. 
And probably all at the gatherfeg need to be freed from some reStKunts, 
some inhibitions. Music may help somia . . . finding a compatible con- 
vcrsationah companion may help some , food may help , . , a relaxed 
environment may help . . . liquids may help . ^ . or alcohol, a mood 
modifying substance, may help to achieve a high; An analysis' as to 
why certam males, participants m the California Drinking Practices 
Study, did drink to intoxication contained- the piquant observation that, ^ 
for m^ny of these men, gettmg drunk is akin to "unUucliing one's 
sword.*' This unplies, m the terms bemg usedTiere, that 'gettmg high 
with others is an act of trust. The rational mind says, "Be careful . . . ' 
keep your protective sword ready." It is rational, but it i§ probably 
uncomfprtable. It is childlike' to feel high and it is diflScult to trust 
people without question. It is healthy forvan^adult to be childlike — 
this does not mean childish. 

REALITY is generally defined as our plane of rational consciousness. 
It is where we are and what we perceive most of the time. But, says 
Chafetz, mpst of us evidence a "persistent and irradicable desire for 
both simulation and narcosis." ^ This implies pushing beyond the 
rational consciousness or having its sharp edges buffed away. Reusing 
the terms introduced earlier, it, implies the desire for "heightened 
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awareness and heightened unawareness/' But each can be sought for 
good reasons or not-so-good reasons. Getting high can mean flight, 
escape, afad an attempt to lose one's self ... or it can mean a search, 
a relief, a relaj^tion, a fulfilLgaent, a discovery of self. Ethyl alcohol, 
an active constituent of many familiar drinks and beverages, can induce 
both feelings — stimulation and narcosis. And it can .be used for the 
whole range of reasons. 

RANDOM AND UIVPREDICTABLE BEHAVIOR. Human behavior, 
with the rational consciousness dominating, still is complex and not 
completely predictable, ^en people get high on such things as alcohol, 
their behavior, Jn general, becomes more random and even less pre- 
dictable. This becomes worrisome to' those who are not high. 

• Agnes is high, and is not as critical of herself and of others as 
usual; this can be good if her normally critical nature alienates 
people from her . * . an4 bad if it worsens her critical bphavior and 
alienates even more people. ... • 

• Marion is high, and ^he is more critical of heiSclf and others than 
she usually is; this is good if it allows het to say something neces- 
sarily critical to another that she couldn't say otherwise . .. . and 
bad if it unnecessarily hurts another's feeUngs. 

• When Gary is hijgh, h^ becomes more affectionate with women' 
and' with men. He nonnally feels affectionate, but he has learned 
to exhibit the expisession t)f it to fit societal norms. Rationally, h^ 
does not want to be considered either homosexual or lecherous, 
and his sober behavior drips with decorum. However, Jiis bfehavior, 
when high, suggests that these inhibitions? are not entitely com- 
fortabje. Expressing affection and having it returned is, for him, 
"a beautiful way to function." ♦ * * * ' 

• When Bemie and Jeanne, who are not married to each other, 
get high at a drinking party, they become affectionate with ^ach 
other. Their spouses and other friends understand, but it still, 
is worrisome to most of theiji because of rational projections about 
what could happen. They are not drunk enough to be oblivious to 
fhis so their inclinations to high behavior become a mixed bag — still 
personally enjoyable, but socially dangerous and potentially pun- 
ishing. Behavior thus becomes even more unpredictable. ' 

ESCAPE . . . TO . . . AND FROM. /Perhaps it is time to revisit that 
dual concept of escape once again. Getting high may well be an escape, 

♦ft is an observable fact that for the majority of American males past 
puberty there are only two legitimate "scenes" in which physical embracing of 
other males is condoned. Both of these are *'high" occasions. One is in the midst 
of competitive athletics and the other is when drinking. 
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but, from the standpoint of health, it can be important. It can be 

healthy or unhealthy. <i 

t " . i 

TOO MUCH PLEASl]R£ AND RISK. Let us be realistic- The reasons 
that the general philosophy of this chapter 'is not good, solid health 
education dogns^ are several. Two c&parate ones shoi^d be sufficient 
for this treatment * 1 

•''The most ddnunant and compelling ethic in the! background of 
the majority of Americans is a Puritan one, one facet of which is 
a suspicious feeling about unearned pleasures. This seems 
back, and one may be hard-pressed to find a hardcore, thprougih- 
T)red, admitted Puritan, but there is still continued evidence of 
(discomfort over one's own pleasures and other people's hedonism. 
The discomfort may be^displayed in overmuch laughter, joldng, 
, tad fun-making. The point is Uiat ^e response is other than easy 
acceptance of high behavior. And though the referent lugh in this 
discussion is that from drinking, a gi^atjnany people would be 
equally discommoded by somepne in f^Bpstacy of a religious 
high, marked by uninhibited movements and speaking in tongues. 

• Anothej reason is that most professionals who approach this 
phenotpenon with a minimum of emotion and initial judgn^ent 
agree with Weil^ that, "the experience comes from the mind, 
not from the drug." Those who experience agreeable highs are 
basically experiencing someUiing unusual, but not distinct, from 
the potentials in their own minds. Likewise, those who experience 
problems cannot really say, "It wasn't me ... it was the booze." 

* The wrong people use mood modifiers for wrong reasons — from 
society's perspective. 

NATURAL HIGHS. Perhaps it is tune to pursue that partial agree- 
ment with the thesis of this chapter voiced jearlier — getting high is all 
right when it comes from a more natural stimulus. This begins with 
response to nature, particularly the non-human portion of the world. 
Some people get high, then, from examples such as the following: 

• Glimpsing, even standing in,' a, field of wild flowers or looking 
closely at and smelling a single perfectK)se. 

• Seeing the big orange full moon^eem to rise into the evMipg sky 
(even if its color does come from its being viewed thrdu^^ blan- 
ket of smog). ^ . 

• Seeing and fondling a litter of soft puppies, just opening their eyes. 

• Feeling the strange, haujitmg beauty of a walk on a' really foggy 
mght.> ? : . 

^ ! ■ \ ' ' ^ V 

»Wea, "Getting High.'' pg.\j59. 
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'Some people get high from experiences not as^tural as the above, 
but faot as artificial as a quart of beer or a joint of m^juana . . . such 
as the following: ' \ 

• Hearing a familiar, beloved symphony performed by a skilled 

orchestra . . or the overall sound and feel of. a fully amplified 

if) * 

, rock group. 

• Experiencing a gripping drama portrayed by a superb cast on film 
or live* . * * ^ . 

• Feeling thc^pc of patriotism in some unique setting (as I did 
once in hearing the Star-Spangled Banner played by th^ talented 
string section of a teenage- Japanese orchestra, all standing at 

* attention as they played ) . 

• Seeing a child of yours perform in some outstanding\f ashion. 

• Achieving some personal honor, for which you have strived con- 
scientiously. 

• Feeling the stimulating glow of exercise arid combetition in the 
midst of a volleyball game, 

• Feeling the delicious coming on of deep at the end 'of a busy day. 

• Experiencing the combination of excitement and relaxation in 
interacting With an attractive member of the opp6site\sex.. 

MEDITAliON is a practice about which most Americans: have some 
notion. |t can bq quietly contemplating the meaning of God, of ad- 
dressing 'a problem with special thought, or just sittmg quietlj^. Over the 
past dc<^de, more bf us have become aWare that it really is a more 
complex phenomenon. Yet /tne^tation would ^till be a barely-noticed 
foreign religious practice if if^were not evident that some of ''our young- 
sters have tiimcd from drug abuse to meditation. As Weil ^ asserts, 
"A gr^at many experienced drug takers give up drugs for meditation, 
but no meditators switch to drujgs." So meditation has functional value; 
we judge drug abuse (even use) to be deleterious, so something that 
substitutes for it must be good. But meditation is fundamentally another 
way of getting high, but on a much different p^mciple. Meditation 
denies the validity of the instant high induced by drugs and upholds 
the merit of that which follows from controMi^ and disciplining the 
mind. Like the undisciplined athlete who, though strong, aj^e, and fast 
enough, performs pooriy in actual contests, the undisciplined mind 
blocks itself and prevents its person from truly being aware. Meditation 
helps ^cvelop control of the mind, a side ' effect .of which is greater 
awareness— a high experience. In meditation, one strives for control 
and achieves an eventual high. 
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RELIGIOUS EXPERIENCES certainly are accept^l/-«ven com- 
mendable—conditions for getting high for many jkojHe. M|,any of th^ 
folk who are shocked and disturbed by drug use would .applaud the 
young person who "turns on to Jesus.'iNSome of these experiences are 
fairly < regular arid commonplace. For example, feelings of wannth, 
thrill, and love in singing a congregational hymn, listening to a gbod 

' choir anthem, hearing an inspiring sermon, participating in a prayer 
experienqe, and/or coinmuinion or eucharist. Some will come-in special 
camps, retreats, or Servic^es (such as candlelight, ecumenical. New 
Year's Eve), but the high/, produced are basically gentle and non- 
convulsive/. However, religions experiences can also be of the most 
extreme nature — trances, mystic rapture, seeing visions, hearing holy 
voices, speaking in tongues, interpreting that spoken in tongues, proph- 
esying, and the superb intoxication of the Holy Spirit. 

Experiences in the spiritual realm ar^ explainable psychologically. 
Explainable, but not provable or disprovable,. because the core of the 
experience is a subjective encounter. The , only aspects of this that can 
be quantified are ^ross symptom^ (temperature, blood pressure, per- 
spiration . . . ) and reports of subjective experience. That which a 
pereon lives through can be called a hallucination because no rational 
person sees or senses such things. The labeler may nor believe such 

" exist (e.g., the throne of God ... the hand of God in mine); but there 
is no way, ultimately, to deny the liyi5othesisr that ,thi% is a .geniiihe 
communion with a power greater than all bf us. As aigued earlier, to 
the extent that some scientifically oriented folk deny the existence and . 
power of God, they simply aire exhibiting a counter dogmatism to an 
original dogmatism. Th^y can be genuinely skeptical but should 
soberly admit that if 'it is unlikely that devout worshippers can ex- 
perience the worid as, say, psychologists do without their at least eight 
years of undergraduate and graduate education, then it is equally un- 
likely that they, as psychologists, can experience the supernatural 
without tlie giving of self and devotion characteristic of Worshippers. 
According to a long historical parade of people who have reported 

significant spiritual experiences that elevate them from ordinary /life, 

God provides some pretty memorable highs. 

HEALTHY OR UNHEALTHY?. Looking at the total phenomenon, 
how should the profession answer the interrogation. Is getting high 
healthy or unhealthy? The most honest answer, probably, is quite 
equivocal: It c^ be both ... it can be either.--One of the signs of 
optimum health is that the person functions Well in all dimensions of 
being. If high experiences seem to result in Ricardo functioning better 
than he does without such experiences, then the high may be a means 
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to 2? good end. LoUi^ postulates that maximum functioning results 
from a right combination of efficiency and inefficiency. Some inef- 
ficiency is necessary .in order for efficiency to really be efficient. This 
. calls to mind the confusing, irrationlal, recurring notion that some im- 
portant things cannot be achieved by direct assault ... the harder 
you strive to achieve directly, the less successful you are. When you 
relax and stop trying, the goal, strangely, comes'closer. 

MEANS TO A GOOD END. So, the first positive "argument is the 
obvious one for a basically secular, scientific frame of reference with 
which healthy education is most identified — a means to a good end. 
Ricardo's body feels and functions betfer, his mind is fresher, his „ 
feelings about people are more positi>fe . . • so he is healthier. But 
for those who aatept a spptual dimension to well-being, there can 
be a direct value. The fiigh experience may be a beautiful end in itself. 
When I. walk in the woods and across the rolling pasture on a cold, 
dear winter night, with crunchy snd^y underfoot and crapkUng stars 'V 
d'erliead, I do nc^C walk so' that I shall sleep better, or write better, or 
leciire better, fact, it is an, altemative to sleeping, writing, or^-^ 
prepariifg for a. class. And it Ms utterly worthwljile, for me, in and * ^• 
. of itself. "A Si^ experience may of may not make the experiencer 
' function better in the more accepted, functional dimension. In this 
' context, that would be a sec§)ndary valuation. The prime one would be. . 
the personal, subiective quality of tihe experience. 

HiEALTH-FUNCriONINGt In some cultures, the basic reason for 
individuSa good health is simple and clear. A healthy individual can 
produce more for the state, which makes her/him more valuable; she/he 
who is unable or un\?illing to produce fqr the state simply has little or 
no value. In more individualistically oriented cultures, the basic reason 
for health is much more cloudy and ambiguoiis. There still is the 
value on producing, so the healthy person who functions well is valued. 
But putting value on the individual irrespective of her/his producing 
implies that health can be dearable, even if an individual is not going 
to do anything with it. This makes us sonjewhat uncomfortable, some- 
times, and we're tempted to say tiiat a person in good healtii will 
behave in ways that are botib personally sati$fying and socially useful- 

SpiAIGHTFORWARD OR GAME-PLAYING? What is tiie best 
message for health education in' relation to experiences of getting high? 
One general approach is the straig^orward one, where the attempt 
, is to be as honest as possible about posable vj^ues and potential haz- 

TLolli, Giorgio, "Alcohol and Alcd^olism in America Today," in Alcohol 
and College Youth. Proceedings of a cdiiference sponsored by American College 
Health Association, 1965. pp. 1M2. / » 
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ards. The underlying assumption is that the individual is the most 
able and tfie most appropriate one to make decisions about what* 
to do and how to balance activity. In another general approach dis- 
cussed earlier, health education must make any practice sound worse 
than it is in order to be a useful counterforce to those who make, it 
sound better than it is. ^ . 

Eacli approach has^some merit. Some learners are going to 
respond best to the first. Some others truly need the second because 
they are bombarded too heavily witii f&ropagarfda for a hedonistic life- 
> stjde. In any classroom, there is likely to be some of each approach. 

IT IS AND IT ISNT. Perhaps you arp ready for the fine textured 
eclectic statement that can encapsulate this qhaptfei^ This is the bie$t 
I can do: the most ideal behavior — the healthiest— is that'combmation 
of functional accomplishment and feeling high. 

Bob spades his garden plot m the spring, preparing the soil for 
plantmg, and jsach shovelful of earth alid each ^rolling bead of 
sweat tramlates as an ejMaratuig experienj^ 

• 'Ann writes a book that is a significant, contribution to her field 
^d brings her some royalties, and, in addition, the ^ experience 
of putting down on paper (for others to read) ideas she has 
spawne4 is a continuing genmne high. - 

• Dave anjfi Enide go to a cocktail party and truly enjoy themselves. 
Relaxed by the drinks and wanned by the conversations, they 
talk together afterward in - many wjays they never have bef^e. 
The upshot is that he asks her to marry him, she accepts, and 
being well-matched but unaware of such, they live a subsequent 
happy life together. , 

(It might be ideal if substances were hot necessary for some people, 
as they are not for some . . . but in ymore ways than this, we, do not 
live in an absolutely ideal world.) . ^ ^ 

Statement continues: less ideal behavior is accomplishing a task 
, well, but having no pleasurable feeling'about the process .... 

• Steve is a good mechanic afld his customers trust his judgment and 
compliment his work, but for him it's just a joD. 

. or havmg a high experience that accomplishes nothing tangible, 

but seems to harm no one either. ... 

' «*» 

• Henrietta leavps work on Friday, drives^to the mountains^ climbs 
a diflBcult peak, savors the experience, comes home,- and goes 
back to work on Monday. , ^ 

§tate'ment concludes: the least desirable behavior is when the 
attempted high does not produce die desired feeling, and results in harm 
Jj" 'ndividual and others. 
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• bake is talked into trying cocaine. Not Wly^ doesn't he enjoy 
the experience, but hp is arrested for possession of an illegal nar- 
'cotic drug. He loses his job, his wife and children are put in need,- ~ 
his parents are ashamed. .... 

bIaLANCE and APPREOAm As life goes on, each of us lives^a's' 
an individual, but dso relates to pthers. One expected health education 
imperative is for each of us to balance the possible values and potfcntial- 
dangers of highs and help those we care about to ''do the same, The's! 
unexpected imperative is the additional one of appreciating our- own . 
positive, constructive hi^ experiences, and those of others, even if " 
these be different from our own. 
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^ JX began in the early 1960's. The word ecology that we vaguely 
•remembered froip general eiucation as describing a branch of biology 
. began to appear in health education literature. But more as a word 
than as mi important, revolutionary concept. '''In 1964, Professor 
Howard Hojraan ^ of the University of Illinois presentecl the field with 
a paper enti|led "An Geologic View of He^th and Health EducatioiL" 
in whi<jh he said . . . and asked: ^ ^ 

, A man's level of health- and disease, his rate of aging, and his' * 
length of life are all dynamic ecologic resultants . . . more and" 
more, the basic Aeory "and practice of public health is being 
recognized as ecologic. Where do wte go ^om here? ' / 

The answer, did not come back in any discernible roar of interest. 

In 1969, Dr. John Hanlon 2 ciled his Presidential Address to the 
American Public ilealth Association^ "An Ecologic View of Public 
Health." He encouraged dealii^g with the "complexity of the relation- 
ship of total man to this ro/^/' Environment." This is true . . . and 
good . but it still seemed to stop short of an, ecologic view. Hanlon 
went on to say^ however: 

... . it is our conceptual approach to the man-environment relation- 
ship and Ae quality of it th^t can lend perspective to what is 
^ wrong,^ how it weiSt wrong, arid ^h^t ought to be done to right 
it ... it is our concepts that in^e final analysis? shape our public 
health efforts. ^ r 

A DISTURBING CONCEPT. Translated, this suggests that health 
education, as practiced in classrooms, compiunity groups, homes, and 
through the yariojis media, vidll not become more influenced by ecology 
until the concept of ecology is made more understandable. 

The professionals who have written histories of the United States 
up until this past decade were not, for the most part, deliberately 
falsifying historical analysis. THe concept simply was generally ac5cepted 
. t> • . , 

V Hoyman, Howard S., "An Ecologic View of Health and Health Education," 
The Journal of School Health. yS: 110, 114, No. 3, March 1965. © 1965, 
American School Health Association, Kent, Ohio 44240. 

2 Hanlon, John Hn-"An Ecologic View of Public Health," American Journal 
-*^"Hjc Health, 59: 4-5, January 1969. . ' 
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that the history of the U.S. A. w^-tundamentally a history of white' 
people, carving a dynmiic nafi&n out of a virginr and partly hostile * 
continent. The newer, developing concept is that Indians were the 
original ijatiye Americans ^and have a history totertwined with the 
whites. Black and Chicanos too are Americ^s'who were part of the 
historyjjA good deal^of the caning of the cSbntment was reckless'and 
wa^ful Yather than heroic. This blooming concept means tfiat history 
vdir have to be rewritten; the old and th^ familiar can no' longer be 
def Untied. The perspective must be broadened. Ecological perspective 
carries a like potential for forqing the rethinking of prenjises for health 
education. It may not be pleasant. But it is no longer defensible to 
j)retend that it does not exist. 

In his original paper (and in a subsequent one), Hoyman' offered 
the model of a vertical continuum of health for any population, and, 
ultimately, for any individual. At the top he placed' "optimum health— 
a theoretical level at which an individual's living approaches his full 
desirable potentialities." At the bottom ,was "death— extencjing from 
so-called 'clinical death' to cessation of life (zero health)." between these 
poles were four other levels: critical illness, major iUuess, ininor iUness, 
and wellness. 

A BOW BEST CONHMJUM. To begin the development ^f the con- 
cept of ecological perspective, let us consider another continuum. This 
one, contains two poles as divergent interpretations^i^ow best to 
remain high on Hoyman*s vertical continuum— i.e., ^Svard health and 
away from death. The raison d'Stre of health education is the oppor- 
tunity to help individuals learn how to achieve and maintain wellness 
and healfli. The question of how best to acliieve this favored -dynamic 
state of being seems to be the most relevant concept to^the practice of 
the profession. 

THE ECOLOGICAL POLE. One extreme of this proposed contifauum 
is the ecological, where people are seen as a form of life, somewhat 
unique, biit not necessarily better than other forms of life . . . such 
as camels, cockatoos, crayiSsh, and Coxsackie vin. The key to health 
in this extreme vifew is the capacity for adaptation to the world and 
all other forms of life. \ , 

Ecological perspective aflfirms that all forms of life have in com- 
mon the continuous function of food-gathering, ingestion, digestion, 
absorption, assimilation, and utilization. Every form of life either is or 
is part oftiie food supply for anotiier form or forms. Life ultimately, 
_^ i * ^ ' 

SHoyman, Howard S., •'Our Modem Concept of Health," Journal of School 
Healthy 32: 254, September 1962. 
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then, is forged out of dead bodies. Death is a naturaUaqd inevitable 
consequence of having come into being. Death caa be a means of 
renewed and rejuvenated life for others. ^ • 

The basic principle of ecology is equilibrium. Each individual 
survives best when it establishes an equilibrium with its ecosystem. 
Life for any species is maintained best if that species is, in equilibrium 
with other species. The r^a of Lao-Tzu describes the benefits of the 
passive aspect of human adaptation, generally undervalued in Western 
culture^ thusly: ^ 

Those who flow as life flows 
Feel no wear, feel no tear 
Need no mending, no repair.* 

Ecology portrays a commg to equilibrium, then, as the dominant 
force in nature. But this is eternally necess^ because in the dynamics 
of relationships among life forms, each fbrm has motivations to be 
predommant— to survive in greater numbers, at the ^pense. of other 
life forms. Health adaptation involves an artistic balance (somewhat 
unique for^ach individual) between passive acceptance of things as they 
happen and active effort to change relationships or the environment 
for mutual benefit. Human bemgs certainly exhibit this tendency to 
dommate as strongly as any species ... and educated Western people, 
with then- scientific medicine, technology, and myriad mstitutions, ^ ' 
epitomize this championmg of one form of life. 

THE MEDICAL-TECHNOLOGICAL-INSTITUTIONAL POLE. 

Thus, the n^ore people seek to dommate nature and control other forms 
of life (rather than establishing equilibrium with them), the more they 
move toward the extreme antithesis of an ecological view— a view that 
f says that the worid must be adapted to humans for their comfortable 
survival. The human being has a brain that can reason, remember, 
judge, and predict what will happen, given certain circumstance 
ghe/he also has hands with opposable thumbs, making the development 
of technology possible. As a mode of ecological survival, people 
devfeloped scientific medicine, a growing, reproducmg technology, and 
a variety of institutions designed to make life easier, more efficient, and 
less pamful for human individuals. But their use of these often is 
anti-ecological. 

THE POLES OF A CONTINUUM. Let us look at the poles of this 
contmuum, contrasting the extreme views of what donstitutes the test 
health for the human being — and the human race. 



;*DubDs, Rene, Mirage of Health. <3arden aty: Doobleday & Co., Anchor 
Books. 1961. pg. 210. 
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ECOLOGICAL 



MEDICAL-TECHNOLOGICAL. 
INSTITUTIONAL 



Ecological Pole 

a* Focus is long-nmgc — healthy 
species result when the strong 
survive by natural selection; a 
hisaithy species is made up of 
healthy individuals . 

b. Key to health is establishing equi- 
librium with the environment in 
a natural fashion 



Individuals valued as a part of 
the species according to inherent 
capacity to adapt to total envi- 
" ronment — physical, mental, emo- 
tional, and social 

Some individuals will lose out; 
this is inevitable and ultimately 
good for the health of future 
generations 



BSr SHORT : 



Individual must adapt 
to the^otal environ- 
ment with her/his 
own resources 



Medical-Technological** 
losfitutional Pole 

Us Focus i^ short-range--on indi- 
viduals; weak must be made 
strong; healthy individuals con-- 
stitute a healthy species 

b. Keys to health are improving the 
individual^, internal environment 
so he/ she overcomes threats more 
easily,^ and adjusting the envi- 
ronment so it is mihimally threat- 
ening to individuals 

c. Each individual is valued, irre- 
spective of weathessjes; the weak 
have a basic right to be made 
relatively stronger 

d. No individual should lose out — 
no on& should be side or inade- 
quate; human beings must in- 
cre^ase their efforts Jo build up' 
tiie losers, repair damages, and 
work for the survival of all ^ 

IN SHORT: Individuals must be 
helped to a^apt to the 
environment — and it 
must be manipulated 
in favor of all peoples' 

. survival - 
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Important clarifying announcement: the poles of a continuum are 
typically uninhabitable. They simply set the stark standard that is 
finally valued over its stark opposite. Using the numbering system 
above, a^ person whose values would put him/her at 2.8 would be 
virtually indistinguishable from a person at 3.2. However, a 2.5 would 
^ see life somewhat dififerently than a 3.5, and a 2.0 and a 4.0 would 
disagree on many major assumptions about desirable and undesirable. 

What, then, is ecological perspective? It is urging-people to look 
at situations and health-related issues in terms, of the relationships 
among all forms of life in the ecosystem. And, in addition, to anticipate 
how the environment and other life' forms may react and respond to 
the human'^s myriad attempts to dominate. Health education has 
assumed that the human being is a unique, special creature, .whose sur- 



Ecological Perspective 131 

{ 

vival and well-being arc achieved both by modifying her/his environ- 
ment and living in harmony with it. Medical sciences and the practice 
of modem^medicine often atterfiipt to prolong the life of one individual 
who- would die without such intervention, which seems ahti-ecological. 
Yet, remember that a more basic premise, already stated; is that each 
species (and individuals arid groups within that species) may not be 
content with equilibrium and will attempt to adapt in ways that domi- 
nate other elements of the ecosjfstem and make for more and better 
survival than would be its normal lot. Humans do this ... and some 
are quite good at it. Any movement , away fj^pm equilibrium activates 
forces to restore equilibrium. \^ 

. Another v;ay of conceptualizing this is that there are ecological 
relationshipainyolvi^g Individual Human, Other Living Things (inclu^l- 
ing other huinaris). Physical Environment, and Culture. In diagrammatic 
form, it appear? thusly Cwith the non-straight lines symbolizing a 
dynamic, net entirely predictable, s^t of interactive relationships) : 



INDIVIDUAL'^ CULTURE I 

rHUMAN 



X 



^ OTHER LIVING,-^ ^PHYSICAL* 

THINGS ENVIRONMENT 

The individual, always the ultimate focus for health in a society, affects 
, other living things and, in turn, is affected by them. She/he manipulates 
the environment, and the environment also affects the way she/he 
functions. She/he is molded in certain ways by her/his culture, but 
by some individual acts she/he may help to change that culture. All 
of this goes on in more ways than can be charted . . . perhaps even , 
iniagined. The indivic^Ual is face|^ with threats from other living ' 
things (viruses, teacher^, peers), froih the physical environment (cold, 
noise, heat, earthquake, smog, speeding automobile), and' from the 
culture (punishing certain behaviors, encouraging other hazardous be- 
haviors). But she/lje alsojji^ have help in meeting these threats from 
other living thingr (parentsT^eachers, friends, health educators, docr 
tors), from the environment, and from the culture. Often the cntfcal 
factor in adapting, or reestablishing equilibrium, is the total personal 
resources of the individual to meet the threat, whatever it may be. 

And thus, we are back to the fundamental difference in emphasis 
between the two sides of the continuum developed^earlier. On the left, 
the ecological, the emphasis is on developing the various capacities to 
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adapt, inherent in the individual. On the right, the M-T-I,"the emphasis 
i^on providing effective means to deal mih threats so that personal, 
adliptation is unnecessary. A couple of contrasting examples: 

• Jack decides he is going to swim across the Mississippi River 
during the spring flood state. Without telling anyone, he plunges/ 
in from Missouri and heads for Illinois* His survival, and the^ 

^accomplishment of his goal, are now dependent on his strength, 
endurance, '^fevdoped swimmmg ability, capacity to dodge floating 
objects, capacity to endure the cold wat^r, capacity to keep calm, 
rest when necessary, and also to keep his bearings so that he is 
always mcfving m the right direction. When he makes it, he has 
done it on his own. K,he does not, it represents to instance of the 
physical environment posing too much of a threat* 

• George suffers from a neurolo^cal dysfunction that requires t^af 
his breathiilg be done by an iron lujig. He lives and accomplishes 
certain goals, but his survival is entirely dependent on forces- 
beyond his personal control. Sdence and technology are respon- 
sible for the lung; professionals and technicians see that it operates 
as it should. Power plants generate electricity thatj^comes by an 
intricate route to the machine. As long as these complex interac- 
tions continue, George lives. A breakdown in any part may mean 
his life, because he has a veiy minima* capacity to adapt on his 
own, ' 4 / . 
Another example: Robert makes a trip to San Francisco. He flies 

from St ^x)uis on a 727, where his safety and progress are almost 
entirely dependent on technology and other people manipulating that 
technology, makmg judgments, etc.^ After landing, he drives from the 
airport to the city, and now his safety and progress are partly dependent 
on technology and others, but partly on himself also. He parks several 
blocks from the hotel and walks the remainder of the way. His safety 
' and progress are still dependent to some extent on cultural controls on 
trafiBc, law enforcement, etc., but to a large extent now on his own 
personal judgments and adaptations to danger. Arrival at his destina- 
tion is, like many of the experiences of modem life, a combmation of 
personal adaptations and dependence on technology, institutions and 
responsible others. 

SOME ECOLOGIC SLOGANS. This time during the later 1960*s and 
1970's m which we have been developing the concept of ecology has 
produced some slogans that put truth in intriguing little packets. My 
favorite has been: 

You can't just do one thing. 
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This implies that a projected action, though it may solve a problem weD, 
will also have some oflier effects that at least should be anticipated, 
^ Other ways of saying this arc: 

Everything is connected to everything else. 
Everything has to go somewhere. / , 

Nature knows best 
V, raef^isnosuchflto 

Some of the ways that these ^pply'are fascinating, provocative, and 
even frightening. For example: * 

' • One basic dri\iing premise of our society has be^n, and continues 
UP be, that use of muscle power,^ animal or human, is to be sup^ 
/ planted by electrical or mechanical power. The good life thus is 
translated as doing as litfle as possible with musde power and as 
much as possibler wth generated power. This is ironic at a ^fane 
when the calorie intake in foods is as high as in any large culture 
in the world, vnth resulting obesity as an expanding hetd^ prob- 
lem. We have experienced rather phenomenal success with this, 
and have advertised the fact that produce ample food for 
our population and have some surplus^ for the hungry elsewhere 
with the least use of manpower in history. However ... , 
There is no such thing as a free lunch. 
Our production of ample and surplus food has become inextricably 
linked to use of fossil fiiel arid electric power. The manu&cture of 
fenn machinery, of fertilizer, of pestiddes, herbiddeSj and fungicides, 
fhe^plantmg, spraying, reaping, storing, trmisporting, and processing of 
various food products requhre fewmuscles and man^ many kilowatts of 
energy and gsdlons of.fuel \i^e have riiade the trandtion ... we 
have freed man from labor . . . and we have developed a vital syste^ 
absolutely dependent on fuel of which we iiave a decreasing sui^ply. 
The lunch is advertised as a bargam,* but before we get ou^, the cover 
charge may seem excessive. > 
On to the next example: 
• Population control is equal to pollution reduction as a symbol of 
better ecological relationships, l^ut population control is all fo- 
cused in d im in is hi n g burths,i«dth tadt approval bf longer life spans 
for present adults. The .replacement of children wifli older people 
in the population will be increasin^y costiy in energy and pollution. 
Everything is connected to everything else. 
Though it is risky and premature now, in the future it is possible that 
the phrase '"Nature knows besf ' could apply. 



« Commoner, Barry^i The Closing Circle. New York: Alfred A. Knop^ 1972. 
PD, 33»48. 
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IS THIS US? At this point, It is difficult to know what is a j^sis and 
what is not. The following analogue may help indicate why. 

A man has a pond. On this pond is a water lOy that is multiplying 
geometrically or exponentially in such a way tiiat in thirty days 
it will cover the pond and eliminate all otheiy forms of life. He 
deddes not to tsJke any action until the pond is half covered. 
Following tiiis formula he begms ?ifction on tiie twenty-ninth day 
and has only one day to avert the disaster. ^ 
The energy crisis in which we must decide on priorities for power- 
food production/" sophisticated njedical care, heating, cooling, trans- 
portation, defense,^ntertainment . . . may be close. It is difficidt to 
know. Jt is easy(^to condemn electric, knives, toothbmshes, and can 
openers, but these are insignificant. What will tend to be critical are 
such things, as convenient but partially filled jet aircraft, unused defense 
equipment, a car for every driver, and comfortable air conditioning all 
summer;] These could be hard decisions. 

HARD. REALITIES. Ad ecological perspective for health education 
might seem timely, but some probing of its iinplications presents us wiUi 
several hard realities, which we must consider and deal with. Some Of 
these are: 

'' I, Short-range vs. Long-^nge View. Health opts for some long- 
range goals, but also seems, increasingly to prefer short-term 
accomplishments. An ecological 'health mfssage is virtu^y 
alwaj(s long-range, related to as many of the total consequences 
as are discernible. A conflict in Los Angeles County in the 
eariy 1970's involved one physician who advocated preventing 
venereal disease by using prophylactic tetracycline — ^because 
cases aptuaUy were significantiy less in an experimental tijal — 
in disagreement with his superior who foresaw the ccmse- 
. quencfes of organisms mutating and adapting to the drag so^ that 
they could be ultimately more destractive than at present. 
An obvious case of short- vs. long-range thiitking. 

A short-range view of population pressures 'says, "Heave 
a sigh of relief that we Americans are now close to zero popu- 
lation growth, which means that more and more people in the 
future can have a better and better life.** A long-range view 
counters, "Limiting the population certainly means that things"^ 
are not as bad as they could be. However, the raw materials 
for the life support of the people of the world are now seen 
as finite (certainly not unlimited). Americans, with about 5% 
of the world's population (and diminishing), use ovpr one third 
of the natural resources — and would use more if the standard 
, of living^ent iip-as a result of a stabilized population." 
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A short-range view of quality protein in the diet says: 
Animal protein is the highest quality, and the American, 
standard of living will soon m^keMt possible for everyonc'to 
eat some meat weekly and for a larger and larger portipn 
of ^c population to afford as much as they wish. A long- 
range view retorts: The American eating of meat must decrease 
to come closer to the diet possibilities of most of thdu- 
fcUow human^ beings, i^mericans consuigc nearly a -ton of 
grain a year per capita, about Jfive times as much as a citizen 
of India. However, about 90 percent , of the American's ton 
is what has been converted* to meat. In the presence of vir- 
tually no available meat for^* many of the world's people. 
American aflSuence is accentuated hy a dogfood commercial of 
the early 1970's in which the producj is "aU meat," and the 
closing question is, "Doesn't your do| deserve all meat?" Put 
in population terms, if all the world ate as Asians, do th^rc 
^ould be enough food at present production levels for five 
• billion people (nearly twice the present population) . At Amer- 
ican standards there would be enough for less than than one 
billion ( about one third of the present pdi),uIation ) . 
< However, a short-range view of sources of energy suggests 
'We shall exhaust major supplies of fossil fuels in the foreseeable 
future and be unable to sustain present industrialization. A 
long-range view counters that nuclear energy from fission or 
fusion and energy.from movement of the oceans and the sun 
will be available. People will have virtually limited energy 
without waste and with, moderate cost. There is such a tinng 
as a "free lunch." • ^ 

2. Life is Not Problems to Solve. Scientific thinking encourages 
a problem-solving approadi to life, but problem-solving re- 
quires an initial delimiting f^rocess so that the pfoUem can be 
clearly defined and a solution proposed £md tested.' Delimiting 
shortens the range, and, hence, the problem no longer repre- 
sents the reality of life, because of many of the relationships 
emanating from it are ignored. , - 

Ecological thinking suggests that most health-related is^ 
sues ARE NOT So Much Problems to Solve as REEATION- 
SHIPS TO UNDERSTAND— some of which MIGHT BE ' 
CHANGED and others simply LIVED WITH. 

Modem marital diflSculty, for instance, is not a problem to 
solve, but a result of allowing more individual freedom, which 
can_bp had only at the expense of stability. Alcoholism isjnot 
a simple problem to solve, but a result of the interaction of 
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some troubled, susceptible personalities in a rather competitive 
culture with a substance used responsibly and happily by most 
of tiieir fellow citizens. The latest attempts at therapy for this 
condition see6 to h9 less oriented to solving the problem 
and more concerned with helping the alcoholic function more 
satisfactorily, even if she/he continues to drink. 

The complexity of relationships that go beyond the prob- 
tem-sol:wng model include those instances where the solution 
to a problem becomes the root of another. In the early IQOO's, 
a Reading Philadelphian is reported to have hmled the advent of 
the motor car because it would help do away with drunken 
horseback riders and wild horses. And it virtu^iUy didt An- 
other example . . . required immunization of all children en- 
''tering school was a solution to the problem of smallpox, but it 
created one of deaths from the unmunization. That solution 
is now being reconsidered. And another ... in the social 
realm, the obvious solution to the problem of people without 
adequate housing (i.e., build more houses) would virtually 
denude the forests still left in this country. 
' But the complexity includes other instances where one 

problem b^mes the Solution to another. Though we do not 
like to think in these terms, prematura death of some young 
people, as the result of, say, an auto accident, provides a 
source of Iddneys to transplant to those in such need. And . . . 
a shortage of meat in this culture could reduce consumption, 
^ help reduce iirteriosclerosis, and contribute to longer life. 

Life, then^ is not a string of problems, but a network of 
relationships. An ecological perspective does not imply, as the 
problem approach seems to, that life is the predicament that 
precedes death. 

3. A Different View of Death. Our present health environment 
tends to view death always as the ultimate enemy, with the 
companion presumption that virtually lall individuals should 
live longer than they do. Ecological thinkmg, on the other 
hand, sees death as a natural consequence of coming into being 
and a necessary one for the healthy contmuation of a species, 
as well as those for whom that species is a food supply. Fur- 
ther, individuals of a species are not created equal and do not 
adapt equally to the threats in the ecosystem. As long as 
people strive, with thek medicine, technology, and institutions, 
to prolong the life of all individuals, it will be at the expense of 
the rest of the environment^ And this will contiaiue as long as 
health education, in its various forms, displays a basic^ attitude 
of ill-will toward death. 
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BASIC ASSUMPTIONS. Now. let's be practical. Health education is 
going to be done by a range of professionals and other folk. This means 
that a range in their positions, their personal beliefs and general oudpok 
on life would place them on;v|he continuum on pages 129-136. It' 
is clear, from working with the continuum model personally and having 
several classes of university students (including some in teacher edu- 
cation) deal with' it, that w!y ini^ividual mdght be approxunatfely 2.0 
in considering one issue (such as the use of auto seat belts) but be 
perhaps 4.5 in^ponsidering another issue (such as taking a daily vitamin 
pill). But, theoretically, all of an individual's many judgments would 
average out to some medium that would represent a central-tendency 
view of life. . 

A second hypothecs would be that within any health education 
class group' there will be represented a fairly wide range of basic 
positions — ^as well as positions on any possible issue worthy of educa- 
tional consideration. I tested this in a very preliminary way with a 
class of thirty-five junior level students in a professional health educa- 
tion course. After dealing with this concept in a variety of ways for 
several sessions, the class members were asked to represent their 
personal position on the scale and describe, in words, what that meant 
For this clas§, the range was 1,4 to 4.7, with a mean of 3.1. This 
represents a foirly wide span of basic differences in frame of reference 
for a class group. According to modem 'coipmunication theory, an 
individual's frames of reference include the nature of what she/^ 
perceives— and therefore is able to learn. The farther any learner is 
from the communicator in baac assumptions, the less likely that pre- 
dictable learning will t^e placQ. . 

But what does this basic assumption notion really mean? Con- 
sider some specific issues. Assummg that the polar positions, represent- 
ing the extremes as to what will be necessary for best health, can be 
encapsulated thusly: 

♦ ♦ 

J~ 2 3 \ 4 5~' 

Indiiddual must adapt to the total Individual must be helped to adjust 
environment • ^ to the envkonment— and it should 

be manipulated in favor of everyone's 

survival 

Let us consider smoking cigarettes as a specific example issue, 

What would Charlie^s position of 1.5 (as shown by the left asterisk) 
represent? 

Well, Charles believes that: Smoking is a risk to health and life to 
which some individuals can adapt and some cannot. Some smokers 
^"ifl succumb to illnesses provoked by smokmg early in their 
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smoking careers; others will finally be affected by smoking, but 
, it wU take much longer." Still others will adapt to smoking and 
never seem to b'S adversely affected by it. With other life dangers a 
reduced, smoking presents a risk, but one that helps keep the 
population in check. 

Another issuei^Use,pf Alcohol Beverages . , 

Wendy's po^}tion=3.0 (the middle astensk) , 

Wendy beU^ves:. Some individuals witt adapt to the effects of 
alcohol, wiU control their use, and have few, if any, problems 
with it. ft is inevitable that others will lose some amount of 
control aiid will be harmed by the effects. The society needs edu^^^ 
cation about possible effects so that some inadequacies can be 
recognized early and further loss of control prevented. Of those 
who lose out some will recover and be rehabUitated. The society 
needs treatment and rehabilitation services so that some may 
recover. The cost of recovery for all,^owever, will be too 4dgh. 

A third issiue could be Automobile Accidents. What would Aaron's 

4.5 (the asterisk) represent? 

Aarbn believes: With much improved engineering, education, and 
hyi enforcement, there should be no accidents. With 'more and 
better education for drivers, safer cars, better highways, and a well- 
f^mctioning enforcement system that denies- driving privileges to 
those likely to have accidents, all accident conditions can be 
diminished almost to zero* 
• 'The interested reader is encouraged 40. translate each qf the ppsi- 

tiphs (c^ immediate ones) into an interpretation of each of those three 

issues — and of the gaggle of other issues legitimately part of the health 

education subject matter. 

SOME QUESTIONS. Are those in the health education profession at 
all homogeneous^ in relation to a central, tendency on this scale? Are 
most clearly between 3 and 5, definitely favoring the Medical- 
Technological-Institutional pole? How would an Ecologically-oriented 
health educator be different from a Medically-Technologically- 
tnstitutionally-oriented one? Is it important to know where one stands? 
What are the implications of each fendency for the health of individuals 
— and of humans as continuing beings? 

A TfeNTATIVE ANSWER TO THE LAST QUESTION ABOVE 
MIGHT BE: Medical-Technological-Institutional tendency; The highest 
valTO is the survival of all human beings. Weak individuals must be 
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made strong, so services of all kinds (medical, sdrgical,. nutritional, 
counselling, rehabilitation, etc.) must be increased^o assure more than / 
survival— i.e., a high quality of individual human health. The envkon- 
ment must be manipulated and constantly improved, which means made 
more compatible to people's needs and less hazardous for them., fadi- 
y viduals must live with care, and caution — for themselves and for others.' • 
The level of risk-taking must be quite low. ^ ' 

Problems inherent in^this extreme arc (1) an ever increasing pop- 
ulation with possible increasing weaknesses; a population of individuals 
increasingly less able to adapt to unpredicted hazards as they arise, v 
<2) manipulation of the environment for present, individual needs may 
bring on greater problems for the next, generation. 

Ecological tendency: The highest value is survival of the' fittest, 
meaning those most able to adapt creatively to the world as- it is. The 
individual must adapt as much as possible? without outside assistance. 
:^sk-taking is important as a constant exertisc m adaptation and sur- 
vival — important to the continuing strength of the species. 
> Problems obvious in this extreme are (1). there will always bg • 
losers or those who cannot adapt; (2) there has to be an unwillingness 
to aid people now when thaj aid could have foreseen negative conse- 
quences for the future. ;* 

A THREE-DIMENSIONAL LOOK AT FITNE^SS. Survival for the 
majority^ of homo sapiens alive m tie world^today is still fundamentally 
physical or biological. The fit are those who survive inadequate diets, 
multiple infestations of microorganisms, natural threats of storm and 
drought, afnd perhaps, the ravages.of wars of which they are but passive 
observers. For Western men and^ women, including*' the majority of 
Americans, the stresses are not so much physical as they are emotional, 
mental, and social. The individual whose intelligence is not suflBicicnt 
for a decent grasp of modem life, the persons whose emotions (anxiety, 
tension, fear, anger, envy, greed) impede adequate functioning, and the 
individual wh^se relations with others afiFord no ^satisfaction or even 
are, a source of j)ersistent pain — these are the losers of modem life. 
They survive, biologically, but they basically are unfit for the world 
. in which they survive. 

/ , ' ^ « 

THE FREEDOM ELEMENT. Perhaps many healA education profes- 
sionals are a bit piqued^by this time, certain iof the rightness of a strong 
inclination toward the medical-technological-institutional pole, but fihe 
ecological principle prevails that no advantage 'beyond equilibrium 
comes without its price. The survival of all demands limitation of 
individual freedom. Risk-taking must be controlled — for the good of 
^j^ Tlie ecolo^cal pole ofiFers the freedom to adapt and survive and 
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the freedom tQ fafl. When there is no faflure, there can be only com- 
parable success. Dubos« contends that: 

. A too often the goal of planners is a universal gray state of 
health ... this kind of health will not rule put and may even 
generate other forms of iUness, the boredom which is the penalty 
t?pf a fonnxila of life when nothing is left unseen. 

BUlilAN ECOLOG1& I am fully aware that this is a reasonably well 
accepted term now, but l am ^till not completely convinced that there 
is not something anachronistic about it Hanlon' states: 

. . . human ecology places man at the center of concern. It views 
him as the ecological dominsfat and recognizes that, while hie is a 
bioWcal organism, his position in the scheme of things is greauy 
accentuated by the miiqueness of his cerebral capacities, by the 
culture and society of his fashioning, as weE as by the entirety of 
his surroundings which ... he has profoundly altered. 
It is basically anti-ecolo^cal for any species to donunate at the expense 
of other life forms. I can only conclude, then, that human ecology 
represents something like a 3.0Vsition on the proposed scale— a 
consideration for ecolo^cal consequences but a conviction tiiat people 
must dominate.^ 

ADAPTATION: THE KEY HEALTH BEHAVipR. All of this leads 
back again to tiie exposition of tiie key tagood healtii (which is tiie 
quality of total human functioning)— adaptation. Those who are- 
healtiiy are fliose who adapt best ... to whatever conditions tiiat Con- 
front tiiem. Adaptation will range from tiie very active, vigorous ' 
attempts to change some aspects of tilings (i.e., culture, physical 
• environment, and otiier living tilings) to tiie very passive acceptance 
of tilings as tiiey are. But it is an ecological fact tiiat what people use 
to help tiiem adapt may become threats to tiieir future functioning. A 
recent^newspaper account described a farmer whose prosperity had 
be^greatiy enhanced by flie tractor, models of which he had operated o 
for twenty-five years. Nevertiieless, he ^as killed when his latest model 
overturned and crushed him. A young couple glories in the birtii of 
tiieir &st chfld. At fli^^e time, a middle-aged couple agonizes as 
tiieir first child, now ^J^afc lies silent and uncommunicative, the . 
result of a psychotic brealk iri#ed by repeated use of some identified 
drug substance. 

AGAIN. To reiterate, fliose means a person uses to adapt to the needs 
of life may, immediately or eventuallV, become tiireats to which she/he 
must fliea adapt. Penicillm, a Volkswagen bus, a six pack of Budweiser, 
marriage, a letter from a good friend ... each and all can be means of 

s Dubos, Mirage of Health, pg.210. By permisaon of Harper & Row. 
T Hanlon, "An Ecolo^c View of Public Health." pg. 9. 
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adapting, but can also become, a threatening aspect of a person's 
enviijonmerft For the individual's total environment has dimensions that 
are ph3^ical, mental/social and spkitual. 

• The basic principle of ecolo^ is equilibrium. 

• Healthy AlS^ATION involves the individual achieving a bal- 
ance between passive acceptance of thmgs as they ar§ and active 
effort to change things. * ^ 

f Ecological perspective means anticipating how the environment 
and other life forms are likely to respond to people's many attempts 
to modify nature. , 

• Individuals learn to adapt (or cope) by adapting to real situations, 
where there is some risk of failure. To eliminate the possibility of 

, failure is to take away the need to adapt 
' ij^The individjial who does not need to iulapt may lose the capacity 
^ to do s<^ . . .^should it ever be necessary. * 

LISTEN TO THE EXPERTS.^ Health educators new to the x^nt 
arena of ecological exposition may incline toward listening to an ^ert. 
But it is important to realize the differences that separate the better 
known ecolo^ts. Paul Ehrfich* and John Holdren* currently see our 
drives for influence and the size of our population as the twin causes / 
for the worsening ecological situation. For them, population control 
is the major need of the present— as the means of curbing the rate of 
natural resource use. Barry Commoner and Buckminster Fuller" 
seem presenfly little concerned with^^ limiting population, but are much 
aliarmed by our faulty and unvwse use of technology. Rene Dubos," 
the despaimig optimist, feels that people's capacity to adapt may be so 
great that they will adapt.to increasingly intolerable changes— and create 
an equally intolerable existence., ^ * 

Peter Farb^» offers anothfer intriguing perspective: o 

Man- is the only creature that seemingly stands aloof from the 
interactions ^of living things, since he is able to make a home for 
himself almost anywhere in the world.* But impressive as his 
accomplishments are, man in reality has never left his ecological 

SEhrlich, Paul R., The Popul<ftion Bomb. New York: Ballantine Books. 
1968. pp. 17-35, 66, 67. '-^ " , 

» Ehrlich, Paul R. and Holdrcn, John P., "]&idden Effects of Overoopulation.'' 
Saturday Review, pg. 52, August 1, 1970. ^ *- 

10 Commoners The ClosingVircle. pp. 139, 231. 

iiFWler, R- Buckminster, Earth, Inc. Garden City: Anchor Press/Doublc- 
day, 1973. pp. 67, 75-77, 175-208. 

i2Dubo% Rene, Man Adapting. New Haven: Yale University Press, 1965. 
pp. 274-279. , 

13 Frohi Ecology by Pfctcr Farb and the Editors of HME-LIFE Books, 0 1963 
IgO Tune Inc. pp. 10, 165. 
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home ... man belongs to nature and cannot long remain separate 
^ from various biological laws vdthout an eventual day of reckon- 
V ing — that he must develop what the * American conservationist 

Aldo Leopold called an ecological conscience. . • 

Perhaps man is most human when he is following his well- 

• developed conscience and- thinking of others rather than himself 
— ^in the future as well as in the present. 

But Paul Ehrlich^f sugge;sts that any change in our present course 
is not a simple inteUeqtual one/ Rather • ^ 

Our enfire system of oriehting to nature must imdergo a revolu- 
tioni And that revolution i^ going to be extremely difficult to pull 
off, since the attitudes of Western culture toward nature are deeply 
rooted in Judeo-Christian tradition. Unlike people in many other 
cultures, we see man's basic role as that of dominating nature, 

• rather than as living in harmony with it. . . . Bdth science and"* 
technology can clearly be seen to have their historical roots in 
natural theology and the Christian dogma' of man's rightful mastery 
over nature. 

Ehrlich feels that historian Lynn White makes the dilemma 

quite clear: ^ - 

Both our present scieiice and our present technology are so 
tinctured with orthodox Christian arrogance toward nature that no 
solution to our ecologic crisis can be expected from them alone. 
Since the roots of our trouble are . so largely religious, the remedy 
must also be essentially religious, whether we call it that or not. 

WHERE ARE WE NOW? We live m a culture with medicine, tech- 
nology, and institutions that have been developed as helpful means of » 
adaptation. Yet these often are utilized to dominate^ other lifei fonns 

. and the environment, upsetting the ecological balance. ^At the^ same 
time, this culture is competitive, and the* strong function better. One 
of the t:hallei?ges-of health education in tMs decade is to help young 
learners to see* where y/e are as a culture apd wherc^various subcultures 
are. The subsequent challenge is to. help them understand positions 
other than theur own; appreciate the range of possible behaviors in any 
situation, and have^ome feel for the values that motivate^ diffcrcinT 

' individuals to different lif&rstyles. Above all, the functional understand- 
ing of relationships of all kinds may be fundamental content and process 
that will keep health going throughout. ^ 



1* Ehrlich', The Populqtion Bomb. pp. 170-171. From The Population Bomb, 
revised edition, © 1968, 1971 by Paul R. Ehrlich. Reprinted by penfiission of 
Bajrantlne Books, a division of Random House; Inc. 
' 15 White, Lynn, **The Historical Roots of Our Ecologic Crisis,'! Science, 155: 
^4.1206-1207, March 10,' 1967. 
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Chapter I, in its exposition on the nature of this book, offered the 
somewhat oblique thought that V . there are many more differences 
among folk than health education has assumed in the past. Effec- 
tiveness may increase with the'realizatiqn and serious consideration of 
individpal and group differences.'* the pages in this chapter will try 
to explicate this vital idea* 

It really is a matter of valuing. Values underlie an individual's 
attitudes and motives, which combine lo predispose her/hhn to act in 
certqin reasonably predictable ways. Each .person shares certain values 
with others, yet rare would be the occurrence of even two people with 
completely identical values . \ . and even rarer an individual with an 
absolutely unique value shared with no other human- Sociologists, who 
study various groups of people in a culture, devised the concept of social 
dass, assertmg that certain social and economic values and behaviors 
would be shared by segments of the population, which would cut across 
other line$— like race, religion, sex, geographic origin. 

Today, a new underatandrng of society has revealed that the old 
social class stereotypes do not hold, makmg it difficult t?f generalize. 
For e3:ample, there may be as many differences among; individuals 
labeled "middle class" as there are sunilarities- 

Professional health educators are not all alike. As groups, vwtibin 
the culture develop and exhibit more diversity fjom ^e another, the 
need for even greater health education variation may increase. A general 
observation' would be that health educators vary across a continuum 
between ^ 

Almost Any . Particular 

Behavior as ' Specified 

Long as It ^ Behaviors and 

Helps a Non-Behaviors 
Person Function A for Health 



I have seen no evidence presented or guesses hazarded as to where 
^ '^"♦Tal tendency for present practitioners would be. Health textbooks 
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would seem to be definitely toward the jright side— toward fairly specific 
behaviors. But this is all very abstract and theoretical. How does it 
all translate to what people fed and do? ^ 

VTHAT AND HOW TO EAT should be a good first example. Tho 
prevailing values for health education are most likely to Ije: (1) jj^y 
meals should provide a "balance of the essential nutrients, provided by 
a balance of foods from the Four Food Groups: (2) protein is essential, 
and meat, being the best source of highc^quality ptotein (all the amino 
acids needed) should be eaten; and (3) eating in patterns that produce 
obesity (weight ten percent or more over recommended poundage) 
should be avoided. These dominant values reflect the speqific behaviors 
indicated on the right side of the C9ntinuum. 

How could a health educator respond to the following variations- 
reflecting somewhat different values represented by the left side of the 
continuum? 

Taiiant Possible Response 



'**We have very little money to spend 
on food. ... By the time we buy 
those things we always have eaten 
and like to eat, there's usually not 
enough money for foods that Would 
make a better balance." 

"Fnf fat and I know it, but I see no 
point in punishing myself by dieting. 
I like to eat, and I'm going to eat 
what I like for as long as I live." 



"People have no right to take the 
lives of aniifJals for their own selfish 
purposes. Eating meat is barbarian. 
Bei&g a strict vegetarian like I am 
keeps yoixr mind clear and open to 
vibrations that meat eaters just can't 
experience." 



"Let's explore all the foods you've 
always eaten and like and see what 
possible new combinations could 
achieve a better balance. How about 
an initial goal of one balanced meal 
a week and working toward one a 
day. . . r 

"The health risks from obesity are 
less when you don't smoke and do 
exercise. There are healthier ways 
to be fat ... and if you keep your 
mental outlook positive and happy, 
that, too, pan be in your favor." 

"I'd bet 'your best vibrations would 
result from a good balance of plant 
foods — plenty of nuts and peanut 
butter and soy bean'^ishes plus fruits 
and vegetables . . . and; remembef, 
milk and eggs don't diminish the life 
of a cow or chicken. ..." 



Of course, there are other variations, but these three represent 
groups that are ^oor, have personal preferences, are satisfied with 
obesity, and might be referred to by health persoimel on the right of 
the continuum as "kooky food faddists." Can the health education 
messages be geared to their vialues? Should they be? 

DRINKING OF ALCOHOLIC BEVERAGES is another arena for 
potential value variation. ^Health education's dominant values are more 
apt to be : (1) db nolf drink; (2) if you drink, do not get drunk; and 
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(3) do not drwe after drinking, » Variants from the right of the 
continuum follow: 



•*No drmldng at all should be toler- 
ated. Alcohol is a liquid narcotic 
that Idlls brain cells with every drink 
and turns men and women into bar* 
barous animals. People who drink 
deserve all^the harm that comes to 
them . . . and more.'* 

**I like to drink and I like to get 
drunk. I work hard most of the time. 
« • • Fm a responsible . . . even com- 
pulsively proper person. But then I 
like to *tie one on*. . . and get really 
drunk. I say, and my friends agree, 
that I never get sloppy or nasty . 
just witty, loose 



Possible Response 

"No drinking at all is certainly the 
safest behavior , . . but a fair, ob- 
jective look at fliose who drink prob- 
ably does not show most <jrmkers as 
barbarous ahimals* When dislike of 
a behavior turns to vindictiveness; 
one must question if that is healthy 
behavior*** 

•There are safe waj^ and dumb 
ways to drink to d^nkenness. One 
important thing is to be wifli friends, 
particularly some who don't get 
drunk. After a ce^ain feel good' 
point, drinking more will make you 
feel worse • . , learn £rom your bad 
nights as well as your good ones*" 



even occasion- 
ally brave and foolhardy.** 

^ In these instances, one -variant was toward an ultra-safe behavior, 
wMch resulted in some loss of best functioning in other dimensions of 
living. Admitting that there are safer ways to do unsafe things is a 
possibility and a challenge for health education. ■ 

DIAGNOSIS AND TREATMENT OF bEPARTURES FROM 
HEALTH* Secular healfli education is fempted to put down spiritual 
approaches to regaining healtii. Working from some common grounds 
is anoflier possible and potentially healthy educational strategy. The 
♦ dominant values can be stated as: 0) diagnosis and decisions about 
appropriate treatment should be made by a licenseaT)hysician.or dentist; 
(2) treatment is based on scientific understanding of cause and effect — 
.physical ailments typipaUy require physical remedies, and mental prob- 
lems requke mental tiierapy. The religious point of view is Usted as 
the variant below. A possible conunon ground response is in the right 
hand column. 



Variant 

"Disease and illness are real. They 
are caused either by evil forces or 
by God Himself in order to test a 
person. God is the only Healer, but 
He often uses certain 'special serv- 
ants* to whom He gives the gift of 
healing. Healing com^through faitii 
and prayer . . . but only if God 
wills it" • 



Posdble Response 

•"Diere are various ways one can 
define evil. Physicians and, dentists 
simply have otiier terms. God can 
use all kinfls of healers. He certainly 
uses trained doctors to bring about 
many cunes. He works in^normal as 
well as spectacular ways." - 
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"Departures from health are act "You Christian Scientists are very 
real, but outward manifestations of willing to read and learn about life, 
a Jack of proper relationships with If Christ were a scientist he certainly 
God. Restore that relationship would take the scientific position of 
through « prayer and reading, and being willing to try something that 
health returns. We Christian Scien- has worked in other similar situa- 
^ tists may, under severe conditions, tions. If it is the relationship that is 
'obtain medical care, but what is important . ♦ . fine. Having medical, 
done does not bring about healing or dental care too should not harm 
. . . this comes only from r^toring the restoration of relationships." 
the right relationship." 

IN THE REALM OF SEXUALITY the dominant values would seem 
to be (1) premarital sexual intercourse, because it can result in a 
number of problems, is not recommended; (2) if intercourse does 
occur, pregnancy and venereal disease should be prevented; (3) if an 
unwanted pregnancy occurs, »a safe legal abortion is preferable to an 
illegal one and perhaps to an unwanted chUd; (4) if venereal disease 
is contracted it should be treated early and medically. The variations 
on these values are many — the direction of more control and the 
punishment of sex acts, in the direction of real female*male equality, 
and in the direction of values that accept ihQ inevitability of sexual acts, 
many of which will be exploitative. Since this is not a book on sexuality, 
some readers may feel that sexual examples*^e already in abundance 
. . . perhaps redundance. Those who 'do not feel so are invited to 
nlentdly construct some variants, with appropriate healthy messages. 

IN TEACHING-LEARNING ... NEED FOR BACKGROUND. 

There also are some variant values when it comes to the actual teaching- 
learning process, particularly in the classroom setting. jPne value that 
dominates for most teachers would be a perspective on present and 
future from their own learning experiences — you have to have some 
background ... to know and understand certain things before good 
health decisions can be made. In the extreme, this value translates to 
memorizing bones and ilfuscles before considering exercise, learning all 
tl^ parts and functions of the digestive tract before considering anything 
a^ut food selection and eating patterns, and, of course, being able to 
accui;^tely tag the epididymis and the vas deferens before dealinz with 
any aspects of sexual behavior. Without a teacher's perspective,^ some 
learners, in efifect, say, "I see no point in that tedious task" and may be 
complefely "turned off" when the time comes to make the application 
to the behavior of people. By the time the alveoli can be accurately 
differentiated from the esophagus, there may be no time for a decisibn- 
making discussion on smoking. If the teacher, on the other hand, is 
concerned that students be motivated to learn about their health, she/he 
may employ the value that, in considen^g the merits of psychotherapy 
vs. drug therapy for mental ^iU^ss, learners come to realize they need 



140 



Some March to Diflferent Drums, 147 



to know some things ^aboutilhe nervous and endocrine system. This is 
the more appropriate way to get background mfdrmation. 

Some teachers still reflect a bit of Puritan heritage, where learning 
was supposed to be hard and dreary and learners had to be forced to 
learn. Some students still reflect this heritage — a course is not a good 
* otie linless it is difficult. If the culture and its youngsters hold this value, 
the system works with a fairly high failure rate. However, those advo- 
cating and carrying on the system are the relative successes. Bu$HaUifter 
values prevail, as in American culture at this timp, this appifa^^^il 
not result in learning for some youngsters. If learning is thk ciesired 
product for as many as possible, then other values need to be tried. For 
students who have to have some personally valid feason for learning 
something, an approach that starts from "where they are". , . with their 
own experiences ... is more likely to produce learning. 

SEQUENCE OF LESSONS. Another dominant teacjier value, em- 
bodied in most curricula, is symbolized by die announcement, "Today 
we are beginning a two-week unit on oral health." The value: it is good 
to develop a sequence of lessons that build a concept, each class section 
based on previous ones and leading to subsequent activities. Maximum 
learning thus comes, most typically, to students vyho attend the class 
regularly, have an attention span that encompasses the total class stesion, 
and possess the ability, naturW and developed, to tie each day's activities 
witK the other day's instructions— i.e., to think like the teacher does. 
For learners who do not value regular attendance or disciplined atten- 
tion or whp sfe no need to develop concepts based on. relationships, 
the two-week unit can be a real loser. 

Two possible alternatives seem feasible. One would design each 
day's learning activity to be^ complete and have integrity in and of itself. 
It could relate to ones before and after, but this is not necessary. It 
allows regular, attentive students to build larger concepts, but it can 
also involve and help the youngster who happens to be there . ^ . or 
awake ... on any day. Another alternative would have one large focal 
concept for a whole semester or year, with all learning relating fo it, 
though not necessarily on a day-to-day basis. 

ACTION MAKES A DIFFERENCE? Finally, a fundamental value 
behind health education is the belief that taking action/ can make a 
differencie in what happens in the future. Probably the most* difficult 
, variant value to confront, then, is one on inaction, stemming from the 
belief that dbing somediing rarely makes any difference . . . that the indi- 
vidual really cannot affect his/her future in positive, predictable ways. 

Is there any legitimate way to carry" on health ed^ication without 
trying to change this value? Most would say NO . . . that the raison 
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' d'Stre of healfli education is to. urge people to realize they have or may 
have problems, and that there are way^ fb solve and prevent such 
departures from full functioning. Nevertheless, given the presxmiption of 
this chapter ... it may be important to devise health education for 
human beings other than those with the culture'cS dominant values. 

We have not really dealt with particular groups in the population 
who hold variations of some of the culture's dominant value?, mostly 
because the total situation is almost too Ibmplex to write about. Sonie 
black Americans aflSrm with conviction that there are some cleariy black 
, values that white people cannot share. Other black people deny this . . . 
or find it hard to clearly state such values. Some black people live with 
one pattern of values and then work, with whites, employing a pattern 
somewhat different. Are a black woman's values more predominanflyo 
black ... or female ... if tiiese are not consistent? Some young people 
espouse values other than those of their parents. A few seem to try to 
live these out in adult life, but many eventually follow patterns more 
like theu: upbringmg. 

Perhaps It is important to pose two very general categories of 
people who do notjhold what are coxisidered to be dominant values. 
There are two dangers in such a hypothesis, however: (1) Americans 
today are unlikely ^o be consistent . ^. a group may uphold some dom- 
inant values and reject others . . . and each individual in the group is 
likely to have some different pattern of allegiance and belief than each 
other member; ancl (2) any particular value is not held on an all-or- 
none basis . . . two people may value flossing the teeth in addition to 
brushing, but one does it regularly and the other very sporadically. And , 
the variations are endless. So this seemmgly dichotomous categorization 
may be futile . . .-even infuriating. But you won't know till I offer it . . . 
so.... 

. . . People, mostly youth and young adults,' have grown up with 
many of the dominant cultural values, but have rejected some of them 
for a counter culture. These foll& tend to be relatively homogeneous 
with an amalgam of values, some of which are clearly counter to tKe 
, dominant pattern and some of which are purifications (e.g., settling 
differences, internationally even, by negotiation rather than by force, 
or war). ' " 

... There are people, of dl ages, who have never livra by the 
doipinant values, mainly because of low and erratic economic function- 
ing arfd/or other ethnic preferences. These^ folk are a very hetero- 
geneous lot, groups often being as unlike one another as they are unlike 
the dominant culture (i.e.. Blacks in JSarlem, Chicanos in East Los 
Angeles, whites in the Appalacjiians, and Blackfeet Indians in Idaho) ^ 
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The major difference would be that people who have grown up 
with certain values and flien' have rejected some of them have less 
difficulty falling back to conformity with such thmi those who have 
grown up without them. For example: 

• Willard was raised to learn and practice self-control, putting up 
with frustration and working out problems. learned through 
life at home that alcohol use was moderate and drug use only for 
special, medically-prescribed purposes. As a late teenager, he 
chucked all these values and made the "whole d|rug scene" for 
about four years. After a close call with an overdose, he took 
stock of life, left the "scene," and entered, coUege. He is now 
preparing for a career in pharmacy, havmg reacdepted most of the 
values of his early home life without much difficulty. 

• Ben grew up in a different family setting with early nemembrances' 
of older people taking pills and drinking -to excess. He grew up 
trying all kipds of dope, because life wasn't very shiny and prom-, 
ising when you were straight or sober. He is a bright boy and he 
has a chance to get some further education and move out of this 
environment. However, when things get frustrating, he finds it 
ahnost impossible not to get away frpm it all with a pill or a drink, 
So,"fliere has not been much attempt here to identify particular 

racial, economic or ethnic gmups and particular variations on health 
issues uniquely characteristic of them ... for the valid ^reasons already 
expressed. It might be wise, then, to leave it at that. 

A SUMMARY. * f ^ 

• Americans, as individuals who are also part of certain groups, vary 
considerably in the values they hold. Perhaps health education 
needs to consider what its content and process would be in other 
than the dominant value mold. 

- • Eating patteijis, use of alcoholic beverages, and treatment of 
departures from health are samples of health-related areas where 
variations from the dominant values are presently evident. 

• The needs for background and for a sequence of related lessons 
are examples of values that teachers have that may thwart learning 
by some youngsters. 

• The value on inaction, stemming from the belief that taking action 
rarely makes a forseeable difference, is probably the hardest value 
for health education not to try to change. • 

• Two different bases for variation from dominant values are (1) had 
them, but rejected them; and (2) never had them; perhaps never 
wanted them. 
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SOME KIND OF CONCLUSION. Though American culture is awask 
with variations on values, there are certaii/ discernible DOMINANT 
values, some of which are expressed fairly vividly in health textbooks. 
Yet there are some health' educators who feel that if their profession is 
to communicate with and motivate all to better health— rather than just 
those with the dominant values — we must consider the merit of a 



tion. But how does health education come' across when one accepts 
the variants in values? Rather strange » . . perhaps threatening. But it 
may be important to try to meet needs that we have neglected. 

And we are people with a high value on trying . . . on setting out 
to accomplish Vhat needs doing. It is <thus hard to know what to do 
with an insight from Zen Buddhism ... you achieve what is worthwhile 
by not striving for it . . . and you cannot' strive to not strive. 



position allowing almost any behavior as loj 




it helps a person func- 



OtapterXi " 

l^irriciiliiw^ 
llcwlo|iiiieiif 

You have in yoiar hands ft^ text lEor ^is Health course. This Is 
Your Healthy Life. It has eighteen chapters, and there are eighteen 
weefe in the semester. We'll coyer one chapter each week> in orden 
ril assign the readmg for you to do each night, and we'U'^eread it in ' 
class the next day. We'll have discussion if there is time, but we need 
to cover the assigned material. Each Friday, there will be a true-false 
test over the week*s chapter, and there will be a true-fake examination 
over the whole book at the end of the semester. 

This is balsic, tried-and-true curriculum^ used in more or less 
perfect form by some teachers at all levels. This approach has some O 
real advantages or it obviously* Would not still be employed. 
4. The content and the sequence have been determined by experts, . 
i.e., the text writer or writers. . ^ 

The time to be given to each topic is determined in a simple 



fashioni^^ere are 
per week. 
The objectives are 



eighteen weeks and eighteen chapters— one 



jimple: students will learn everythmg they can 
from ^ chapter eaebrweek^ - 

^ 4. The teaching-learning approach is simple, not confusing, and one 
that students can feel comfortable with— because there is no 
deviation; reading the book at home mid then rereading it aloud 
in class reinforces what it says, does riot add extraneous, confus- 
ing facts or ideas, and is the most direct way to achieve the 
objective. 

5. The teacher retams control of the class so that there are no inter- 
ruptions in the learning process. The teacher and the book are 
thefinalauthorities^ giving feelingsof security to the class. 

6. All students have equal access to the learning lesource—the book. 

7. Evaluation is con^^tent and fair, because it does, not penalize 
. ^ students who do not express themselves well or who are not 

creative. With a standard number of points each week that 
accumulate in a predictrf)le way, and with no other influences on 
the grade, each student knows exacfly where she/he stands at 
any time. 

Sounds rather ideal, doesn't it? For some, this is a sufficient state- 
ment about curriculum, its-development and its implications. I am not 
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going to agree* . . . As you see, this chapter is considerably longer. 
It is .important to see this as basic curriculum and have some justifica- 
tions ready for going beyond it. The first such justification is that the 
American ethic is to look for ever better ways to accomplisjh anythmg 
. . . and there may be better ways to learn more ... or to achieve differ- 
ent goals ... or to learn differently. 

So, let us start in another way . . . first, the general and 
philosophical: o 

• Curriculum must'^ exist within a framework of philosophical as- 
sumptions about the dignity and worth of human beings. 

Then, becoming more specific: 

• Curriculum consists of both content and process. 
An amplification of the first statement would be: 

• Curriculum is an organized approach to learning content through 
selected processes. ' ^ ^ 

Extendmg this amplification: 

• Curriculum is a purposeful organized approach to learning content 
through selected processes. 

Further amplification:^ ^ 
« Curriculum is a purposeful organized approach to learning con- 
cepts, facts, ideas . . . through leammg activities that are effectively 
^ llescribed* 
Still further: 

• Curriculum is a purposeful organized approach to learning con- 
cepts, facts, ideas . . . through learning activities that are effectively 
described, mdudmg learning resources of various kmds, -which are 
listed, described, and available. ^ 

And finally: j 

• Curricidum is a purposeful organized approach to leammg con- 
cepts, facts, ideas . . . through learning activities that are effectively 
described, mduding leammg resources of various kinds, which are 
listed, described, and available, and including descriptions of a 
number of ways to determine to what extent the purposes of the 
learning were achieved. 

In short, curriculum within a philosophical framework consists of 
A Philosophy of Health Education ' 
Objectives 

Content Material 

Learning Activities 
Resource Materials 

Evaluation Procedures 
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But before developing each of these more fully than you may want to 
consider, muse on this perspective. 

The classroom teacher— or the educator who actually works with 
the learners in the learning setting, whatever it may .be— develops actual 
curriculum. Actual curriculum is what actually happens. True curric- 
ulum can be described only in retrospect. Much of this chapter will be 
about thai which attempts to influence the teacher before she/he does 
what she/hp actually does'. * 

THE CONTENT OF CIJRRICIJLUM. Curriculum is both content and 
process. Our first concern here will be with content, or what curriculum 
is. It probably would be lo^cal to start with objectives, but this is not 
the only possible starting pomt. Curriculum development could begm 
with some methods of evaluation . . . with'^some excellent resource 
materials . . . with some effective ways to learn ... or with some unpor- 
tant facts, ideas, and concepts. The crucial pomt is not with what one 
begins, but rather whether all of t^fes elements are finally tied together 
effectively. TTiat i^'the content is related durectly to the objective, the 
leaniing activities are all possible ways of helpmg learners achieve the 
objective, the resource materials are related to both the content and the 
learmng activities, and the evaluation pnsredures really can determine 
to what extent the objective has been accomplished. 

In Chapter H, you read a brief description of three philosophies 
of education, emphasizmg that each one views the teachmg task differ- 
ently. Likewise with curriculum. The major concern of the realist is 
with the content material— the knowledge to be learned. The experi- 
mentalist is more interested in the learning activities and the evaluatipn 
— ^what learners are domg to create knowledge and what they are doing 
to ^ve evidence of active leammg. The idealist might have some concern 
about resource materials, but,she/he would show the least interest in 
the curriculum plan, feeling that the personal mfluence of the teacher 
(relatively unfettered by a plan) is the truly important factor in 
'Students' learning. 

Traditionally, the' content has been the most unportant element in 
the curriculum— hence the reason^fpr the textbook bemg the basic 
curriculum. The content is most important when the knowledge in a 
field can be expected to hold true and steady for the lifetune of the 
learner— when what a youngster learns at age 15 is likely to be true 
when she/he is 35, 55, even 75. When there is less assurance that 
knowledge will stay constant, then the process, or learning how to learn, 
rises in unport- TTiere need to be fewer statements like, "We all learned 
the Seven Blisic Food Groups, and I don'tj^think ITl ever forget them," 
"We learned about TB and why they have to have all those special 
sanitoriums," and "We leanpied that hospitalization for mental iUness is 
very important, so we have to have more mental hospitals." 
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Inhere may need to be more learning activity statements such as: 
We read some accounts of tuberculosis treatment thirty years ago 
and some about today . . . now we're developing the script for a 
short film that would dramatize these clear differences in treat- 
ment style. ] 
I was working with this group . . , there were four of us . . . and 
we experimented with putting food into two basic groups and on 
up to ten groups. We could see why in the past there were §even 
groups, and we saw the merits of more groups and fewer. I don't 
think I could have done it alone, but we all benefitted from the. 
ideas each of the four of us had . . . and so came to trust each 
other to say things we might have been afraid to say just in a 
* pick-up group. ^ " " 

TvG really learned how to research a topic, going from one bibliog- 
raphy to another. In mental health treatment, I can see how we've 
moved out of the era of just hospital care, and it's fascinating to 
read the speculations about innovations in community treatment 
methods for the future. 

In a broader sense, the learnbrof today probably needs to be 
impressed less with the^*facts the bool^g^ve an^ the teacl^r repeated" 
and more with "I thought everyone would interpret it the way I did, 
but the discussion showed that there were several other defensible ways 
of looking at it." Health teaching probably should encourage the open 
mind as well as encouraging a good, solid, intellectual content. 

THREE DOMAINS. When I first learned something' about the health 
curriculum, I learned that there were three focuses for learning — 
knowledge, attitudes, and practices. Contemporary curriculum terminol- 
ogy refers to these as the cognitive domain, the affective domain, and 
the action domam.i'2.8.* However it is phrased, ^t means what you know, 
how you feel about what you know, and what you do about what you 
know. The curriculum must address itself to these three domains in 
some way. » ' 

1 Bloom, Benjamin S. (Ed.), Taxonomy of Educational Objectives, Hand- 
book I: Cognitive Domain. New York: David McKay Co., Inc., 1956. 

2 Krathwohl, David R., Bloom, Benjamin S., and Masia, Bertram B., Taxon- 
omy of Educational Objective, Handbook II: Affective Domain. New York: 
David McKay Co., Inc., 1964. 

« The third Handbook in the Taxonomy series was to be on the Psychomotor 
Domain. It was not published. The Sc&ol Health Education Study utilized the 
first two domains plus the idea inherent m the third, but changed the tcrmmology 
to the Action Domain. 

* School Health Education Study Writing Group, Health Eduqfition: A Con- ^ 
ceptual Approach to Curriculum Design. St Paul: 3M Education Press, 1967. 
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MANY INFLUENCES. Ideally, the curriculum emerges from a balance 
of influences and inputs ... on botih content and process. 

• The subject field reports all" that there is possible to know- 
typically much more than any learner or class ^could comfortably 
deal with. Learning theorists, educational researchers, and prac- 
tical pedogogical journals provide many new ways of encouraging 
learning. Both health and education professionals share the task 
of deciding scope and sequence— when certain content should be 
introduced, how often and when it should be repeated, and how 
one area of letoing can lead to another. Content may be part of 
I • the development of concepts, which will be dealt with more 
extensively later. 

. • The community in which a school is located feedsnn both desirable 
topics and learning, and restrictfons on what will be dealt with 
and how. 

In one community, parents and 'non-parents, professionals and 
non-professionals seem to agree that a study of mental health at the 
ninth-grade level should get down to the concerns of students in the 
class and that methods of working out problems should be stimulated 
in the classroom, utilizing trained guidance help. In a community not 
too far away, certain influential community members would call such a 
curriculum item sensitivity training, a plot to undermine the character 
and morals of youth, and neither the content nor the methodology would 
dare be included. 

The age group, sex and other general characteristics of the students 
in a class will often influence curricuMm. Such statements as these 
giv§ evidence of this influence: 

"Kids of this age need to learn about " 

"Kids in this grade are really interested in " ^ 

"Girls will be interested in . . . buf most boys won't." 

"That may be all right for your comfortable suburbaJn school, but 

my kids need to deal with • . . in more plain, open language." 

Finally, to the extent that she/he can and wants to, the teacher 
considers the learners in a class as individuals and varies learning activ- 
ities and expectations according t6 needs and abilities of students. The ^ 
evidenc^: ^ 

"Cathy needs to know about contraception," but some of the other 
^rls don't ... at this age." 

> 

"Bill needs to read or see something in order to l&arii it ... if he 
only hears it, not much learning is likely " 

Another, somewhat more conten:^j)orary, way of organizing the 
content material is as concepts. Concepts are big, generalized ideas 
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about something, §uimnaiizers of all our experiences with that phenom- 
enon to a particular point Woodruff^ called. a concept "the ^internal- 
' mediating variable that accounts for .the direction of a person's resj^onse 
to a situation/' Since perceptions contain both cognitive and affective 
elements, concepts have botlj' elements also and thus mediated both 
0 rational and emotional beha^don Any concept worth the title is never 
completely learned. As long as ^ person is having any experiences, 
' personal or academic, relating to It^ the concept is being built further, 
''Facts help build concepts, byt so do 'experiences and ^a^ses and 
evaluations of experiences, . A curriculum built on concepts sends 
learners forth with more fully developed concepts than they would have j 
without it, but stiQ yidth much more to learn. 

RESOURCE MATERIALS. The curriculum will be based on spme.? 
amount of resource material,. The^asic, sknnpiest menu was presented 
• at the birth of this chapter: one textbook. The expansion goes to listing 
and describing materials presenting a wider range of ideas, factis, and 
viev^oints. It al&o includes a wider vanety. of types of resources. The 
book is basic; other books widen the possible te^nHbag; films, transpar- 
' encies, pamphlets, booklets, and resource people broaden the possible 
^ leaining experience. Some curricula have extra resource material merely 

appended. Others genuinely are based on the use of a wide, broad range 
of supplementary materials T)y students, n . 

EVALUATION is b(^ objective and subjective. Objective me§ns that 
the teacher subjectively accepts pme others' judgments and arbitrarily 
chooses some form of question mat is correct if answered b or F or 3. 
The difference between subjective and objective, which is not dichoto- 
mous, is the apparent influence of the teacher's personal judgment. 
Another distmction in evaluation is that which is assessed for credit and 
that which is assessed not for credit. A teacher may say, "Karen is 
doing well in class," but Karen's grade is based on a single? multiple 
choice exam and, despite her doing well, she gets a low C on her grade 
card. How well is Karen doing, anyway? To highlight the opposite: I 
remember one year having two pole vaulters, Walter and George. After- 
noon practices were periodically shattered by the sound of wooden 
^ crossbars splintering. Yet, however many crossbars were reduced to 
kindling during the week, when both Walter and 6eorge went past 
11 feet on Saturday and placed first and second . . , the evaluation had 
to be positive because they showed they had learned when it counted. 

Another critical aspect of evaluation that the curriculum may direct 
is the amount of competition against others versus the amount of 
competition with self alone. 

. j> 

8 Woodruff, Asahel D., •The Use of Concepts in Teaching and Learning,*' 
^ The Journal of Teacher Education, March 1964> pg. 84. 
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Studeate vnSL be mttked according to demonstrated knowledge of 
fte cyde of infection and the number of disease examples accu-^ 
ratdy described. Extra points will be ©ven those top ten who 
can describe the most diseases. 

-. ■ • or' ' ' . ^ 

The standard is set up ^ . . anyone can reach it ... if all succeed, 
allgetA^s, 

OBJEOIVES, AT LAST* Remember . . . it was logici to beghi with 
objectives, but the notion was supeneded by one that it is possible to 
build curriculum starting wth any element So we seem to have all the 
Clements e;a:ept the objectives. Better last than ndt at alL The'' sunplest 
form of objctive is one dealmg only with content . . . \rith what the 
student will know after some leanung experiences. Such an objective 
often employs the verb *\mderstands," leavmg it up to the teacher to 
decide to what extent students understand. Such an objective might be: 

Undei^tands the nature of food fads and fallacies 

Itmightbe accompanied by an attitudinal objective such as: 

Appreciates the dangers of food fads and fallacies 

A semi-behavioral objective begins with a verb that gives the 
teacher a bit more dkectiOn as to what appropriate learning and evalua- 
tion activities might be, but still pves the educators leeway in selecting 
exacfly how to teach and in decidmg whether it has been accomplished. 
Such an objective might sound like: 

Distinguishes between food fads, fallacies, and diets based on scien- 
tific principles of nutrition 

This leaves many options for how students are to ^'distinguish be^een.** 

A behavioral objective, finally, is concerned with what learners are 
to do and, particularty, with what they are to accomplidi. An example: 

Students are able to distinguish between food fads and fallacies and 
sound nutrition practices on a recognition, matching type instru- 
ment with 70 percent accuracy and are able to vwite at least four 
accurate distinctions- &om memory. 

BEHAVIORAL^OBIECTIVES come out of the programmed leammg 
movement, aid, therefore, are based on the gumption ^t all learners 
will accomplish the objective, which will reqmre more time for some, 
less tune for others. Where this kmd of flexibility and iodividual rates 
of progress are not |ossible— or desired by the teacher— the objective 

. could be seen as the criterion for<^a C grade (or B or A), with those 
accomplisMng more receiving higher grades and those accomplishmg 

' less lower grades. 
O „ • .. 

ERIC * 
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Behavioral objectives arc part of the contemporary movement for 
accountability — to be more certain as to what students are and arc not 
leammg. But behavioral objectives constructed on the premise that 
all significant learning can be quantified and measured ... or, said the 
oih^r y/ay, that what cannot be quantified and measured is not worth 
trying to Icam. Behavioral objectives jvere defended by Popham® in 
1968, with the following major points: 

1. Behavioral objectives indicate what the teacher is gomg to 
have students do. If they are trivial, then the learning will be 
trivial. The teacher who is going to have students deal with 
important ideas in meaningful ways can state this in the form 
of an objective or objectives. 

" 2. Behavioral objectives are directions for achieving pupil growth. 
If unique instructional, opportunities arise and the teacher 
deviates from the objective, it is important to see whether or 
not this departure achieved groVvth— or was only a temporary 
diversion. Spontaneous learning activities, too, need to 'be 
justified. 

3. There rpay Ije other important social outcomes from school, 
but its primary responsibility is to encourage youngsters to 
learn. Behavioral objectives indicate what the student hope- 
fully will do and will attain. 

4., All valid measurement is not done by multiple-choice and true- 
false tests. These are ways in which people assess complicated 
human behavior, and these can be translated into objectives, 

5. Having behavioral objectives does not make a teacher insensi- 
tive to the unanticipated opportunities for learning, but docs* 
give her/him something more tangible and* direct from which 
to deviate. They tend to discourage too frequent deviation 
from the planned and specified. 

THE THREE DOMAINS AGAIN. The objectives of hcaltii education 
traditionally have been in three reahns— knowledge, attitudes, and prac- 
tices. In the terminology 6f the curriculum movement, the objectives 
need to be in the cognitive, afifective, and action domains. Cognitive 
objectives can be put in behavioral form fairly easily and lend them- 
selves to checking in the classroom. However, as I attemptjo write a 

« Popham, W. James, *Trobing the V^idity of Arguments Against Behavioral 
Goals," Symposium Presentation at American Educational Research Association 
Meeting, February 1968. 

and . 
Popham, Wj James, Educational Objectives, Los Angeles: Vincent Associates, 

1966. . 
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behavioral objective, I find that they seem to develop easiest with the 
least unportant information. 

Students will be able to list, in order, the six steps m the chain 
of infection. 

Healtii education is big on attitudes, and we talk a lot about modi- 
fymg and improving attitudes, but as we construct a behavioral objective 
we're struck with two dilemmas: (1) Do we reaUy want all studetfts to 
feel exactiy tiie same? Can we say Susan has not achieved the objective 
if her attitude varies from the objective? and (2) most healtii attitudes 
will be displayed in life situations otiier tiian tiic classroom. What a 
youngster says she/he wiU feel Uke a____happens may or may 
not be accurate. Let's try a few: 

Students will feel mild disgust witii a person becoming intoxicated, 
and tiie disgust will increase in intensity as the intoxication becomes 
more marked. 

Students will feel pity for tiie person suffering from tiic ilhiess of 
alcoholism.*^ 

Students will admire people who drive cSarcfuUy and under tiic 
speed limit. 

As noted, none of tiiese are likely to be measurable in tiic class- 
room. And because they are evidenced in some degree in association 
witii a wide variety of people in different situations— and, along wi^ 
' many other attitudes— tiiey are not necessarily going to be felt con- 
sistentiy. 

K all tills is true of attitudes, it certainly is true of practices, 
behavior ... tiie objectives in the action domain. Namely, they arc 
not susceptible to measurement in tiie cl^sroom. A good behavior 
objective tiiat would certainly prevent all drunkenness would be: 

A student will never consume more tiian Vz ounce of ctiiyl 
alcohol in any beverage or drink in a one hour period. 

Anotiier form is less easy to measure, but specifies some of tiic 
behavioral reasoning behind the recommended practice: 

The student avoids the use of substances that modify mood and 
behavior in amounts that reduce tiie abUity to think clearly and react 
normally. 

CONCLUSIONS ON OBJECTIVES. How does it aU sum up? Objcc 
lives give tiie direction fbr the teaching-learning experience. They 
indicate a plan and a goal. They can be very exact, very behavioral . . . 
or tiiey can be very general. Some teachers are very conscious of 
objectives, and some appear not to be. I have seen no research attempt- 

♦ These two illustrate one of our health ambivalences^^u can hate and 
castigate the drunk, but when he/she becomes an alcoholic, then you should love 
and feel compassion for him/her. 

ER?C 
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ing to correlate any elements of success in teaching with awarene^ of 
objectives. I would hypothesize a slight correlation, but nothing starfBng. 
Some excellent teacher have objectives mtemalized . . . they just know 
what the/re trying to accomplish. But a poor teacher without conscious 
objective can be a disaster. One peKonal note and sugg^tion: I believe 
in objectives and use them consciously in my teaching. My advice to 
mysei and to other teachere, in-service or pre-service education is: if 
Jot any reason you decide to deviate from the planned objective for a 
class, honestty translate what you actually did into an objective and see 
how'it sounds. It might read 

Students should be able to air strong feelmgs about school, teach- 
ers, teaching mefliods, and class atmosphere, when provoked by 
a run-m \wth a previous teacher and the unrest of a wmdy blustery 
afternoon l> 

or 

Studente proSt from listemng to the teacher tell stories of her/his 
youth, most of which have notiiing to do with the subject matter 
for the couise/ 

Each may be defensible once m a while, but are they as worthy as 
what was planned? 

HOW CURIlICULtIM COMES TO BE. Curriculum is a product 
Curriculum development is a process. How is a cui;riculum devik|£t? 
One simple way opened tiiis chapter; the textbook is the curriculum. 

Another shnple one is that a knowledgeable teacher sort of makes 
it up as she/he goes along. 

These are the bare ones. Now curriculum will be redefined as a 
tangible product . . . somethmg written down . . . sometiiing tp guide 
all teachers'of health at a particular age or grade level. How can such 
be produced? 

The sunplcst way is to have one knowledgeable peKon, say, Dr. 
Billings, whose writmg is reasonably understandable, sit down and write 
tiie curriculum — objectives, content, teachmg-leaming activities, re- 
source materials, and evaluative procedures. 

There are three possible advantages to this system: (1) it tends to 
be of consistent style and quality; (2) it can be relatively mexpensive; 
(3) it can be produced and be in the hands of the teachers in a mini- 
mum period of tune. The obvious dfficulty is m findmg this mexpensive 
Dr. Billings, with the time and the omniscience to be in command of 
content, teachiAg*leaming approaches, and all the rest 

Another way is to form a committee of knowledgeable people who 
get together, delegate and accept responsibilities, and produce a group 
project. In the ideal, this could be a faster process than Dr. Billings' 
solo flight, but rarely do all the members of a committee agree or judge 
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thio^ in comparable waj^, and rarely do all work at the same rate. 
There must be time for discussion, wrangling, and compromise (maybe 
even for outside resource people to settle disputes). Also, the product 
is produced according to the pace of the slowest member. 

Afl of the disadvantages of these two processes are countered by 
the ideal curriculum development scheme, the elements of which are 
found in the River Qty K-I2 Health Education Super Project, 

• The project has a single admmistrator or a small compatibly fune- 
, tiomng committ^ to direct its various operations. 

• An extensive survey is done of all relevant sources for objectives— 
ttie various health-rehited literature, students, older students (who 
can look back and mdicate what they would like to have learned), 
parents, mterested elements, in the community, teachers, and pro- 
fessional health educators. 

• Resource people are selected to m^e , recommendations on the 
content and its proper scope and sequence, others on the leammg 
approaches, otheK on resource materials, and others on evaluation 
methods, * ^ 

• A group is selected to do the writing, some of whom are experts m 
the content and some who are master teachers, all of whom have 
developed skill m writing. Everyfliing written is critiqued by flie 
whole group and rewritten to conform ta flie best compromise of 
judgments. 

• Some of flie resource people also do critiques of flie written 
product, and more compromises must be reached. 

Some of the decisions that must be made aK; 

• The style of presentation— parallel columns? Long way on flie 
page? Space for teacher to make notes? How much m one volume? 
Printed or mimeographed or other? ' 

• How much content to mclude? Some guides have virtually no 
content material, but merely contain questions that anyone teachmg 
shguld be able to answer. At the oflier extreme , . , I worked 
recenfly m some implementation workshops for a curriculum m 
alcohol and alcohol safety fliat has 129 full pages of content mate- 
rial—a respectable textbook wifliin the guide. 

• How flioroughly should learning activities be described? If films 
or oflier visual materials are su|gestei how flioroughly should flie 
content be described? Should actual films be suggested? K students 
are to prepare a checklist, how complete is flie model m fliq, guide? 
U groups are to be formed, should mefliods of formation be 
explained? K individuals or grpups are researching topics, how 

^ many samples should be listed or amplified? If an experiment is 
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to be done, how thorough should the description of materials, pro- 
cedures, and evaluation be? If students are to develop a list of 
factoK, should a list of the kinds of items they might be expected t 
to come up with be included? How extensive? If students are to^ 
develop a questionnaire or a survey f^j^rm, how extensive should 
the example or model be? If §tudcDts sure to debate, how many 
debate topics should-b©4isted? If students are to analyze 
pr^)blems, how many shouuji be included and how thorou^y 
deacribed^ shojold each be? U students are to role play, how 
expensively are possible roles described? 

^VHAT DO TEACHERS WANT? Some assumption has to be made 
about the sort of teacher to whom the guide is directed. One group of 
teachers, whose spokesman is Papa Bear,^says, "All of this detail is a 
silly waste . . . (b&y teJce two pages to "clescribe role-playing . . . I 
certainly know how to get kids to role^play . . . most of the examples 
aren't necessary." Another group, led; by Mama Bear, 'complains, 
"There just isn't enough detail. It says that students should apply 
values to hypothetical situations influencing protection from disease, 
which I think is a good activity, but there are only four examples given, ' 
and I don't like two of them. How do they expect us to carry out the 
activity without some more situations to choose from?" You just have 
to hope that there are enough m the group for which Baby Bear speaks, 
"The learning activities are described very nicely. There arc examples 
so you have some ideas of what the writers had in mind, but you're not 
coerced into usmg thek ideas. The examples help you develop your 
own situations, applicable to your own class group. 

• Somewhat akin to this above dilemn;a is that of how many activi- 
ties to describe? If the objective is "compares potential social and 

. psychological values of smoking with the possible detrimental 
effects," should there be one thoroughly described activity, or 
three, or eight, or eleven? How many ways are there to "compare?" 

♦ How many resources should be listed? How many should be 
annotated? Should selections be made or should everything avail- 
able and known be listed? Should any judgments on quality be 
mdicated? Is there any standard for age . . . or length of time 
since publishing . . . that should be utilized? 

Some guides are written for Ms. Dennis who says, "I like lots of 
choices, I like more content than I can use, plenty of learning activities, 
resource materials, and evaluation things from which to choose . . . 
even some variety in objectives. With the same guide, I can teach 
different classes in different ways." 

The same guides are also given to Ms. Barton who says, "I never 
saw such a confusing thing in my life. What am I expected to do . . . 
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cover eve objectives with ten activities each? I know I'm supposed to 
choices, but how do I know what is best? I wish there was more 
^dance given . . . and not so many choices." 
And so it goes, 

PROS AND CONS. The pros and cons of approaches that tend toward 
Dr, Billings and those toward the River City Project essentially boil 
down to: • 

Time: ' - 

• The number of months or years between the first imperafive for 
the curriculum and the published product. 

• The person-hours involved, and how many of these really hastened 
the^evelopment and how many impeded progress. 

, Money: ^ 

• Since it is rare, in this era, that curriculum is developed as a volun- 
tary contribution of time and expertise, tbe^item above on person- 
hours may translate into some amount of money that must be paid 
some way or other. If funds are limited, the process may have to 
match what is available. 

Quality: 

1^0 classroom teachers, unaware of the method by which the cur- 
riculum was developedf^ee dififetences in quality that pragmatically, 
ratjier than theoretically, show one style superior to the other? 

^ aiPIJEMENTATiON. But wait... the curriculum development process , 
is not over when the manuscript is in — or even when the finished product 
is printed and available. Remember an earlier adage: curriculum is 
developed, by the teacher in the classroom. Likewise"^ this organized, 
printed curriculum has not finished its development process until it 
influences some number of in^^idual teachers in classrooms. This 
includes traditional Mrs. Finnegan, authoritative Mr. Grenwell, far-out 
Ms. Farmer, and many others. A curriculum makes most sense to — 
communicates best with — those who wrote it. Those who were not 
involved in this process fnay or may not care how it was done. If it 
. communicates, fine ... if not, too ba^. Workshops, some in-service 
experiences, and good super\dsion often can help greatly in urging 
teachers to use a neyv curriculum. If not enough resources are put into 

^ this phase, the beauty j^f the product is lost. 

And, to cap this ofiF, here is a lesson I teamed in this implementa- 
tion process. Several years ago, I conducted a two-week workshop for a 
district that had adopted a health curriculum on which I had labored. 
There were some very creative people in the workshop groups. Toward 
the end, I found myself resenting the time I was spending with one of 
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the least promising teachers in the group (in my hastily formed judg- 
ment.) How much more valuable it would be (as well as fun!) to be 
spending the tune with the excited, uiterested, creative Q9es. But I 
resisted the temptation. Two years later I found out that virtually all 
the creative ones had left the district. The best health programs ui the 
district were then being spearheaded by my least promising student. The 
next best programs were developed by a close friend of his, due to' his 
influence. So mobility means that unplementation may be a nearly 
continuous process. It also suggests, don't waste time majdng judgments 
about what teachers are really good Help each as much as possible, for 
In a few years acy one could be the mainstay of an ongoing program. 

THE PRE-PROCESS. Now, lefs go back a bit This section of process 
began with some pure clarion call for a new health curriculum. Is this 
realistic? What is the process before the process? Earlier pages have 
indicated that health is no clearly miandated subject for all schools, that 
sometimes it is developed as a comprehensive K-12, general education 
type course. More often, however, it appears in order to deal with 
some recognized social problems, like venereal disease. Community 
support is unlikely to be massive, and even less likely, to be consistently 
favorable. Personalities get involved, egos and rivalries emerge. Some- 
times a total curriculum is developed because of the* influence of one 
person. In other instances, there is no. curriculum because of another 
one person* . And so with groups. 

In otder to deal witii this procei^s in tiie human form ui which it 
occurs, I have developed a sociodrama that I utilized twice in a graduate 
course, "Curriculum Development in Healtii Education." The situation 
is as follows: ^ 

Lefs Do Something About th^Health Education Curriculuml 

A Drama To Provoke Thought 

Mr. Bruce Morgati, the principal of Southern High School, has 
called a meeting to discuss possible changes and innovations in the ^ 
health education curriculum of his school.. The impetus really has 
come from Dr. Bensop, a professor of health education at a nearby 
university, who has worked with two Southern High School teachers 
on some curriculum materials. Mr. Morgan opens flie meeting . . . 

Participants: 

Mr. Bruce Morgan — Principal Considers himself an educational 
leader, bpt really prides himself on bemg a flexible, practfcal 
administrator, seeing all sides of all issues. Mr. Morgan has taught 
science in junior high, but only as a steppingjstone to administra- ' 
tion; likes to see his school as modem and innovative, but reali^s 
the pjactical problems of innovation; enjoys the challenge of 
administering change, wifli littie concern for any particular result 
in learning; considers the university consultant and the curriculum 
director impractical, but realizes it is politically necessary to have 
k ■ ' ' ' 
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\fliem present; considers health education a legitimate off-shoot of 
l)hysical education; considers that it would be mostly mformation. 
giving ratlier than involving much discussion; all his department 
chairmen are men-^he feels that men should make the decisions 
m a schooL o 

Ms. 'Henrietta (Mr. Henry) Rasmussen — Curriculum Director for 
the High School District. He/she is very much committed to 
Bruner's tfieory of instruction and has worked on one of the first 
mathematics projects based on concept learning; he/she is con- ^ • 
vinced that this type of teaching-learning can be more exciting and 
produce better residts; be/she believes that administrators ^ould 
provide the time for teachers to be educated in new 'methods; 
(Jbe/she views health as watered-dcJWn science. 

Dr. Robert (Roberta) Benson—University Consultant and Pro- 
fessor of Health Education. Stro&g advocate of the Concept 
Approach to health teaching; does not see health education as a 
string of problems; realizing that all subject matter cannot be 
covered, he/she advocates emphasis on process — on developing a 
way of tfiinldng about health, with continual attention to the 
dynamic interrelationships among the physical, mental-emotional^ 
and socisJ dimejasions; he/she encourages adolescents to make 
many of their own decisions and to examine these decisions in 
the learning, environment; would like to see health education 
considered separate from and equal to physical education, 

"Big Edt^Rowan— Chairman of Health and Physical Education 
for Boys and Girls. A physical education major and ex-coach; 
concerned with wha| he considers a proper balance among health 
education, physical education, and athletics; believes major respon- 
sibility is to provide activity for sedentary .adolescents; uses the 
district's fact-oriented curriculum guide in health; views curriculum 
as content, with the Guide and a textbook as suflScieilt 

Dr. Frank (or Frances) Dewep^ local private physician, an 
internist specializing in adolescent problems. Prevention-oriented, 

^ but also strongly problenj-oriented; feels that drinking, accidents, 
drug use, pregnancy, and venereal disease are the major yputh 
problems and that a health education course should help prevent 
these; thinks such a program nee^s more medical j:onsultation; 
believes physicians should give the information in large assemblies 
^ or classes and then have attitudes shaped in the smaller class 
sessions; sees little need for any newfangled curriculum; believes 
kids need to be told what is ri^t and what is wrong. 

Most of the roles can be played eitjjier by a woman or a man. 
The principal's instructions are to carry on the cumdtrfum meeting 
until it no longer seems productive, and then to schedule a second 
meeting for a week later, with some possible assignments. The 
characters next week are all played by differ^int people. Sometimes 
- the prospects for the curriculum look good, sometimes fairly hope- 
^less. And you just never know what the human factors will be. 
Once Dr. Benson actually got **Big Ed" to support the idea. Some- 
times, gr. Dewer cooperates, sometimes he/she does not It seems 
like an excellent process for becoming aware of the process of how 

^ curriculum gets developed ... or does not 
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two' examples of CURMCULUM projects. The School 
Health Education Study was a uniquely funded and theoretically excel- 
lent health curriculum project of the recent past, and I describe it from 
the vantage point of one of the writers. 

Prior to beginning the curriculum development process, the Study 
produced two important documents. Synthesis of Research ifi . . . 
Health Instruction'' (a cooperative effort between the American Alli- 
ance for Health, Physical Education and Recreation and the Study) 
was first published m May 1963, edited by. Professor Harold Veenker 
of Purdue University. Each of its first chapters was written by a differ- 
ent health educatfon professional. A Summary Report^ of the attitudes 
and behavior came out in June 1964. With these and inputs from other 
projects in the curriculum movement of the 1960's and fTom other 
health education groups working with concepts, the writing group (six 
writers, the director, and the coordmator) began to struggle with the 
question of how topic-oriented or how concept-oriented the Study's 
project should te. The research synthesis and the Status Study revealed 
few conceptual approaches. Evidence showed that a new approach in 
health education might be an* improvement. The continual struggle 
always came back to what is best for ^earners, but two other competing 
forces ever present were. How will nit be accepted by leaders in the 
curriculum development movement^ and How will it be accepted by 
classroom teachers? 

The writers were selected ^as people with the P9tenti2a to generate 
and actually write a curriculum. Some diversity was necessary, but .too 
much would have made the many necessary compromises too bloody 
and tune consuming. All were competent and assertive people. Each 
fought hard for his/her view and compromised when necessary. When 
the outside Editor jand his staff were added, decisions were of^en even 
harder. i; 

THE FBEIST GUIDES. The first teaching-learning guides were written 
with the direct help of the classroom teachers from the four try-out 
centers, public schools in four separate geographic areas of the United 
States. This process produced a guide for each of four levels for two 
concepts, a total of eight in all. This was a good process, but quite 
costly in time and person-hours. The guides were used in the try-out 
center schools^ during the Spring of 1965. Pre- and post-evaluations 
were carried out, gathering objective data and subjective feelings. It 

7 Veenker, C. Harold (Ed.), Synthesis of Research in Selected Areas of 
Health Instruction: Washington, D.C.: School Education Study, 1963. 192 pp. ^ 

8 Sliepcevich, Elena, School Health Education Study: A Summary Report. 
Washington, D.C.: School Health Education Study, 1964. 74 pp. 

0 School Health Education Study Writing Group, Health Education, pp. 118- 

119. 
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simply was not possible to control all 6f the variables in re^h^feUc 
school settings to create a respectable research design. Further, the 
. teachers acted as teachers rather than as participants in a Research 
enterprise, and modified objectives and -learning opportunities as it 
seemed best to ^do in the classroom^^ Visitations were marfe and exten- 
sive interviews were conducted. The'ctotral finding was that the teach- 
ers generally were excited about thelconceptual approach, frustrated 
that they did not understand and implement it. better, but eager to 
develop, it further the next year. Much credit for the success of the 
development of the conceptual approach goes to these teachers. 

: SUBSEQUENT GUIDES. The development of subsequent guides had 
gone ahead while the evaluations were being made. As findings became 
evident, they were incorporated in the' developing materials. The scope 
of the S.RE.S. project— full development of tenj;oncepts, each at four 
Jevels — when, meshed with the time schedule of funding, seemed to 
necessitate a less participative process in producing the remaining eight 
sets of guides. Fundamentally, one writer was responsible for a total 
C9ncept. She/he had to arrange and utilize assistance in writing and 
consultations of various kinds. Then the Washington oflSce directed 
rewriting and editing, which was repeated with another perspective, at 

■ the publishers. The first guides were available in attractive published 
form in 1967. The last, equally attractive, became part of the field's 
curriculum literature in the fall of 1972. 

No TEXTBOOK. Guides to the first seven concepts published were 
supplemented by sets of visual transparencies, typically twenty per 
behavioral objective— approximately 400 per concept or about J 00 per 
level per concept. Some of these were designed to be factual, some 
provocative of discussion, some speculative, some symbolic. . . . The key 
decision by the Study and the publishers to present visual transparencies 
as the major supplement to the curriculum rather than textbooks fit the 
idealistic vision of the needs of teachers in the future. Accompanying 
each guide at each level was^,an extensive listing of teacher-student 
resources relevant to the concept. With as many as 100 pages, these ' 
resources listed books, monographs, and reports; articles from pro- 
fessionat journals and /magazines; case studies; annotated listings of 
filrfis, filmstrips, slides, scripts, tapes, transparencies, and other media. 
The vision was that teachers would use unique combinations of these 
resources (including the transparencies directly desired to help develop 
the Concept) rather than a single, basic textbook. This was based on 
the vision that school boards would see health courses without assi^ed 
textbooks as a significant, positive educational innovation and 4^ould 
b^wilUng to put comparable monies into the varied resource materials. 
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WEAKNESSES. Two major weaknesses emerged from the School 
Health Education Study experience^ One was the obvious need for 
implementation experiences to insure that basically sound- guides with 
many choices of creative learning opportunities^ fiiaally came to guide 
actual learning in actual classrooms. This is time consuming and expen- 
sive, and requires follow-up and refoUow-up, bgjf without it many 
teachers find it difficult to see the vdue in the guides. . . . 

' 1. The guiding rationale of the stufly was that it was not to pose 

as a national curriculum — k fixed recipe for success in every 

hamlet, su^rb, and metropolis. 

2. The weakness is one of choice: "How in the world do we 
know what to select? Do we cover pnly certain concepts? If 
so, which ones? What behavioral objectives? How many 
learning opportunities for each? With our limited time, should 
we deal with fewer concepts and be more assured that most 
students develop them ... or should we cover as many of these 
important concepts as possible? 

3. The strength is "It gives us an opportunity to develop our own 
curriculum that fits our needs very closely." 

WHERE TO NOW? The School Health Education Study made an 
important contribution to health curriculum development, and many 
adaptations have appeared. The trend now seems to 6e toward state, 
county, district and local level development of new materials. Federal 
funds have been available for certain limited scope, projects. The early 
1970's were^a time of considerable funding for/drug education, VD, 
and other special topical Qurriculums and projects. Less visible is sup- 
port for comprehensive health education. 

A, SECOND CURRICULUM EXAMPLE. .The "Elementary School 
Health Education Project"^^ is an interesting development m that it 
^ (1) of limited scope (fifth, sixth, and seventh grades); (2) was 
developed ' through Federal funds — a three-year contract from the 
National Qearinghouse for Smoking and Hedth with the San Ramon 
Unified School District and the Berkeley School District in Califomia; 
and (3) now has spread to many districts in various states with Clear- 
inghouse support. The emphasis in the curriculum is on developmg 
understanding and appreciation of the body and skills for prevegation 
of disease, along with encoura^g of jrouth to make their own sound 
decisions about pi^rsonal and environmental factors that affect health. 
The curriculum consists of three intensive units, each to last eight to ten 
weeks. The jSfth-grade unit centers on the lungs and the 'Tesgiratory 

/: 

lODaA Roy L., **New Models for Health Curriculum an^ Teacher Train- 
ing,- Scbool Health Review, 5:33-36 (no. 4), July-August, 1974. 
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system, the sixth grade on the heart and the circulatory system, and the 
seventh grade on the brain and the neryotis system. Regional training 
centers were funded, with several teacher-training institutions also com- 
petent to tram for the Model. Carefully developed and sequentially 
arranged sets of materials were dei^loped and supplied to the training 
centers. Spread of tWs model is dependent on perceived success, its 
communication to other districts, and the willingness and ability of 
fliese to provide the funds for the necessary implementation. And that 
is the external "rub!'* 

ATMOSPHERES FOR LEARNING. Anotiier important tren^ ii 
toward creating atmospheres for learning in classrooms before being 
concerned. ^I)out curriculum. Of course, curriculum cm be developed 
to help create warm, accepting atmospheres of learning, but bften these 
atmospheres can be nurtured only by reacting to situations as they arise 
spontaneously. These are inherentijr anti-curriculum forces, and the 
rise of any strong curriculum movement is apt to stir the forces that are 
the ahtitiiesis of order, planning, systematic evaluation, and predicta- 



IN SUMMARY. ■ 

• The mosLfca^c curriculum is the textbook, with readmg, reciting, 
learning, and testing based on it. 

Curriculum and curriculum development both involve content and 
process— what and how. r 

• The curriculum" emerges from a balance of many influences and 
inputs— tiie subject field, the learners, and the community. 

• Curriculum arises from 'some philosophy of healtii education; 
. functionally, it consists of objectives, content, learning activities, 

evaluation procedures, and resource materials. 

• Healtii curricula mpst deal wifli flie cognitive (knowledge), affec- 
tive (attitudes) and action (behavior) domains. 

• The curriculum development process can range from very simple 
to exceedingly complex. 

• Not ^ teachers emphasize the same thing in the development of 
curriculum. 

• The School Healtii Education Study was a nationairfy oriented, 
K-12, comprehensive healtii curriculum developed through com- 
plex, but theoretically sound, processes. 

• The Elementary School Healtii Education Project uses a crisis 
problem— smoking as a basis for learning about the body, making 
decisions, and forming attitudes. 
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• Present trends are toward local adaptations, more limited grade 
levels, or special problem imits, representing another portion of the 
curriculum cycle. 

• Atmospheres for learning are inherent forces opposuig ordered 
curriciium development. 

• In recognition of the relationships between health behavior, health 
problems, and health status, many states are legislating C9raprehen- 
sive healtii education statutes. 



Chapter Xn 



Stratei|ies6 
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One Basic Strategy Focuses oa 
" "Better Teaching 
Another Basic Strategy Focuses en 
Mor« and Better Learning 

■ - 1 ° 

♦'Now, that is silly! These are not antithetical . . . good instruction 
certainly results from a balance of each." 

^ As much as I like syntheses and eclectic conclusions, this still seems 
to me to be- a matter of different— even diametric— empl^asis. The 
goal of the first is a strong teacher, the acknowledged font of feaming 
... the source ... the final authority . , . the one who has learned, 

. who now seeks to teach others ... the guru who responds, as learners 
need help viith vexing questions and ambiguities. The goal of the sec- 
ond, as I see it, is a strong, confident director of learning . . . one who 
stiU considers her/himself a learner, first and foremost . . . one who 
would prefer to guide a student to a source of information tiiat can be, 
revisited, rather than provide it her/himself ... one less concerned 
with the fact that something is clearly autiioritative and more witii how 

5,useful it-is or what it mearfs . , . oije who facilitates learning and quiefly 
supervises and guides it without dominance. In otiier words, in one 
strategy the -one who knows, tells. In tiie otiier, tiie one' who knows 
would ratiier learners 4|veloped otiier ways of knowing ratiier tiian 
simply listening _to him/her. 

If we §hould review tiie, three basic philosophies of education in 
this context, in my view, we may be struck with the sense,tiiat in: 

• Idealism, the teacher is most important. Communication and leam-^ 
ing are a matter of minds in tune. There really are no necessary 
strategies of teaching-learning; the learner's constant association 

, with the teacher is the critical factor. 

• Realism the teachtr is a purveyor of knowledge, but may be 
assisted by tiie text, content films, otiier books, otiier resources, etc. ^ 
Knowledge is where you find it, and the teacher has some, but " 
nceSJs to know where else to find it available to students. 
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• Experimentalism each learner creates knowledge on his/her own 
from active processes; the teacher is one who encourages young- 
sters to learn and guides them, in a veiriety of repeatable ways, 
interested that they learn how to learn. Knowledge is created. ^ 

IMPRESSIONS OF I^VE TEACHERS. How does this translate into ^ 
reality? Having seen no empirical studies of health teacjiers in action, 
I shall have to suggest some unpresMons ... and if these diverge 
from those of others, then there may be a basis for more systematic 
study. In general, teachers in the elementary, grades are most oriented 
to the learning process, and those at the ^college and university levels 
are most oriented to the content of the field. Secondary teacher^^are 
rather m-between, but probably have a bit more orientation toward the 
college level than toward the elementary level. 

Some teachers' possess nunds that truly generate ideas and can 
genuinely communicate ideas and concepts to learners. The examples 
selected or developed and the particular words and pfirases chosen by 
them do,j:^^unicate with many learners. These are very special 
people. SonaT writers fit this description |ilso; their written words com- 
municate decidedly better than most>published material. It probably is 
true that considerably more teachers and writers consider fhemsdlves 
to be in this category than truly belong there. In Hmdu tradition, the 
genume, enlightened guru never designates himself as such, but merely 
responds as seekers' after wisdom acknowledge hitn and seek him out. 
The truly enlightened one never has to tell another; if it is real, it shines 
forth* This probably applies to the unique teacher also. She/he pos- 
sesses wisdoni in relation to health, and there is no direct way to attain ^ 
this condition of wisdom or to increase it It just happens with a few, ' 
and fortunate are those learners who have some contact with them. 

Some well-informed teachers, probably more likely in the elemen- 
tary and lower secondaiy grades, can organize learning situations for 
real- mteractiop and genuine active learning. They personally h^e 
developed unportan^ health concepts, but they possess the patience and 
the insight to let students develop comparable ones on thdr own, at 
their own rates. This teaching ability can be increased with practice 
and with desire, and can be improved through in-service experiences 
and mteraction with creative colleagues. The ability, however, needs to 
be combined with the aforementioned patience and perception so that 
students really do learn mor^fifectively under this strategy. To be this, 
- kind of facilitator of learningrequires no special ability akin to that 
the previously described ideal/idealist. It dqes require a pronounced 
faith m students and th^^^ty and desire to learn, if motivated and 
guided . . . and it does require efficacious learning activities. The art of 
feeling just what is the ri^t type of activity, when, and for how long is 
some part gift and some part persistent - work. 
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Probably most teachers, at all levels, give assignments, pass on 
information, administer tests, and decided how achievements translate 
into grades. This is a set of basic functions, easier to perform than either 
of the other styles, and, from an administrative standpoint, the simplest 
to replace, temporarily or permanently. 

SOME IU5COLLECTIOKS. Each of these represents assmnptions 
about the reality of learning. If all learners were fundamentally alike, 
then one might be true and the others false. But the counter hypothesis 
I shall offer is that there are enough different types of learners to ^ve 
each style a demonstrable validity. ^ 

•gH always remember Mr. Malcolm ... he just had a special way 
of makmg health interesting. Thmgs I had learned before now made 
sense after he e^lamed them . . . there aren't very many teachers like 
Mr. Malcolm.'* ^ 

**Remember Ms. Hardaway? Her lectures were really well orga- 
nized and they TOdrdinated so well with the text and the outside reading 
that you reaUy learned a lot in her class. She had a real thmg about the 
need for discipline in learning, and when you kept up in her class, it 
really did discipline yoxur mind . . . and you learned." 

**Do I remember my health class? I sure do. Tm not sure who the 
teacher was, but she sure did organize some interesting activities. I 
learned more about people, how they think, and the differences in values 
that are behind healthy and unhealthy behavior than in^y other class. 
And I really didn't realize all of the benefits at the time. But as tune 
goes oh, I keep realizfaig what I'm learning now is somethmg that began 
in the health class. What was that teacher's name? 

WHAT WE EXPERIENCE. We learn from what we experience. 
Perhaps it is true that everything we experience becomes part of us or 
is learned, some in the conscious and the rest in the unconscious. If it 
is true, it has tremendous implications, but, for this discussion, let us 
focus on the conscious. We learn from experience, and the more we 
^ocus attention on the experience, the more predictable the learning 
will be. Conditioning processes reward the concentration on the right 
ilements of the experiences and ignore other responses: The desires for 
inner satisfaction, recognition, and reward urge the learner to repeat 
(fthose behaviors that bring the benefits. The leammg experience that 
results in conscious inner satisfaction is likely to be both a remembered 
and a repeated one. The less distracting the experience, the more likely 
that learning takes place. However, there is no way that on$ persfti 
can mak& ano^er person-ror a class of persons— learn. !' 

So, a smgle example of clear*cut, uncluttered learning experience . . . 
\ "For the rest of the hour, I want all of you to read and study pages 
«jg^-op. There will be no talking, no other work, and no moving arountf 
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the room." This has the advantage of outwardly forcing attention on 
one source of stimulation and allowing a minimum of distracting influ- 
ences, but has the 'disadvantage of providing only one stimulus. If the 
words and ideas on page 89. do nothing to excite Sharon's mind, it moves 
away to choices of clothes, whom she likes and whom she doesn't, what 
her mother meant by tiiat last remark this morning. There are going to 
be no other stimuli to bring her back to the book and get her on to pages 
90, 91, and through 99. 

Those who are intrinsically interested in the content and those who 
have self-discipline to bring themselves back from mind-wanderings (for 
whatever number of reasons) will leara from this type of teaching- 
learning strategy. Those without these requisites will learn less. 

On the other hand, an example of an active, cluttered learning 
experience ... 

••Move into small groups as they are set up on the overhead 
projector, select a leader and a recorder, select a proposition from those 
on the board and then pool all the information you have from the group 
on this proposition. Decide where and how y^u will get more informa- 
tion and proceed. By Thursday at this time, each group should be 
ready to dramatize some of the implications of its chosen proposition 
before the class. K you have questions, I shall be available to help. 
Otherwise, get to work." 

The latter learning experienae has the advantage of containing 
many stimuli, so that when any individual's attention wanders, there are 
many ways to bring it back. Further, since the group has to accomplish 
the task, there are pressures to help one another. Peers will urge 
Sharon's wanderin^tention back to the task. There also are different 
skills required so that the person who dOes not read well, for instance, 
still may contribute something and learn something. This example ^of a 
learning experience has the disadvantage of having built into it myriad 
^distractions. The group may or may not be personally compatible, 
choosing a leader may be distracting from the task, and the major learn- 
ing for Sharon in the whole three days may be what a dingbat Jerry is. 

BUT ONE FITS U.S. CULTURE BETTER. Each strategy has cer- 
tain pros and cons. Perhaps a choice of one general direction or the 
other is a rather free one. Perhaps not. If students of today were grow- 
ing up in a consistent, stable culture where youngsters were to be seen 
and not heard — where adults clearly held dominanee^pver children and 
youth — then a strategy of merely giving an assignment or telling a class 
what they should know would be quite appropriate. If general expecta- 
tions about life within the culture were not high, meaning that jobs, 
marriages, meals, etc., were expected to be rather dull, hum-drum, 
uninteresting, and non-provocative, then educational experiences of dull, 
repetitive assignments directed by an authoritative adult would be appro- 
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priate. Under these conditions, those, who could, wdUd learn, aii# 
those who couldn't, wquld simply drop out and do one of the many 
things in life that* required no special schooling. 

But present American culture is brimming- over with stimuli of 
various kinds, and peopfe are urged, from childhood, to respond to the 
most satisfying. Jobs, meals, marriages, etc., are supposed to be per- 
sonally satisfying and fulfillmg, and there's very little credence dven to 
the "hfe is supposed to be hard" philosophy. For learners who are 
attentive, participating members of this (^ture, then, learning activities 
that seem mteresting and promise some possibility of enjoyment are 
more likely to attract and hold attention. And where attention is, there"^ 
is learning more likely. 

In a culture where an individual's failure to learn was his or her 
own loss only, Mr. Dillard's statement that "I put it out for them to 
learn,. . if- they haven't the gumption to take the opportunity, theyll 
just be sorry" was probably fittuig. But in bur culture, the taxpayers 
who did learn are g^fng to have to pay for those who didn't. The cost 
of people's choosinfig to live in unhealthy ways will bg large enough. It 
- seems imperative pat we try, with some of the zeM and" skill of those 
trying to sell products, to reduce the cost of people's living unhealthfiiUy 
out oflgnorance\An ecological slogan from an earlier chapter was: 

Everything is connected to everything-elie. 
There is a monetary and social cost to not making efforts to get all 
students to learn as much as possible. 

DIFFERENT SENSES. Finally, we have five basic senses, and we^ 
learn through all of them ... and all of them can help hinder learning^ 
Individuals differ in how much they can learn from listening and reading. 
Individuals differ ia how well they can grasp principles without exam- 
ples. Varied approaches to learning seem to embody the democratic 
notion that no one way of learning is necessarily superior to others. 

EXAMPLES. Those^ho tire of academic musings without examples 
may have quit reading soijie time back. At any rate, here are some 
examples of teacMng^eaming strategies in health, described by a teacher 
or learning director, \^th a short pro and con argument for each. In 
general, the order represents a continuum from the most passive for a 
class to the most active. 

1. Lecture. "I lectured to the class on the dynamics of population. 
I gathered the information from many sources to which m(^^ 
of them would not have had access. It was a straight^ lecture 
and it took the whole period. Their notes will be better than 
any single book they could read." 

^ Pro. The teacher who is a good scholar in any of the sub-fields 
Q of health may be able to synthesize facts and ideas in a unique 
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and useful way, and may be able to present them in a clear, 
compelliBig,mterestfag fashion. This saves learners time, and if 
their motivations are high, the lecture is a very effective methods 
Con. Each chapter in a text or other refeifence book is a 
synthesis by a scholar or group of scholars, generally more 
academically competent and talented in use of words than many 
teachers, so the lecture may be just a duplication. It is essen- 
tially passive for the learner and involves Jeammg by hearing. 
Those who are not highly motivated may have diflficulty follow- 
ing the systematic presentation. 

2. Lecture/Demonstration. "The lecture I gave today was illus- 
trated. I wrote on the board and showed two pictiures and 
several graphs. It was a gooji, systematic presetitation on^^iuses 
and numbcK of accidents. It would have been harder to grasp 
without the presentations." 

Pro. The illustrated lecture has the same advantages as .the 
straight lecture with the additional offering of some relevant 
stimuli for the eye, an additional sense. When two senses are 
involved, there is more , chance of learning. If the lecture 
includes some story-telling (using the description of some 
hum^ experience, actual or made-up, serious or fuimy, as an 
illustration), it is more apt to hold listeners' interest 
Con. Essentially the same disadvantages— largely pa^ve. If 
the pictures, graphs and illustrations are not large enou^ to be 
seen by all, they become a frustrating distraction rather than a 
helpful addition. 

3. Films. "I used a film in class today. It was on venereal disease, 
and it certahily did a better job than I could of covering both 
the scientific and human aspects of these conditions. It was 
38 minutes long, and, with the time it took to get started and 
the fihn breaking once, it took the whole period. There was no 
time forjKscussion." 

Pro. The ^Im has all the advantages of the lecture and, in 
addition, can offer a variety of speakers, demonstrations and 
graphic illustrations. A film can create a mood, cantell a story, 
and can affect the emotions. It, along with ja television program 
seen in class, the filmstrip and slides, presents experiences for 
the eyes and ears of listeners to behold that they mjght never 
encounter otherwise. 

Con. Though a good film (or strip or set of slides) can stim- 
ulate the mind and the emotions, it is typically a physically 
passive, sitting experience. For youngsters raised on exciting 
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television fare, some educational films may seem dull . . . and 
some are. If there is no time for discussion afterward, some 
^students may leave with some misconceptions about the topic. 
These may be ^harder to change at a later time than when the 
vietWng is immediately past and perceptions can be checked 
with those of the teacher and other screen-watchers. 

4. Multiple Demonstrations. "I just had a[great class! It was my ' 
. anti-smokmg lesson m which I used a short fihn, models of 

lungs (one healthy, one of a heavy smoker, and one really 
diseased), smokmg Sam, and a demonstration of blowing cig- 
arette smoke mto a clean white handkerchief. There was tune 
for a little discussion at the end, but not much . . . that's a lot 
to do in one class period. Hie kids seemed really interested." 
Pro. The variety of visual and auditory stimuli can do much 
^ to capture and keep attention. To demonstrate something, to 
have a model of what is bemg talked about . . . each has the 
potential for making something clear that otherwise would just 
have been words. If some students can be involved in demon- 
strations, and if they can examine models up close, the chances 
for attention — and learning — increase. 

Con. Still a physically passive, watching-listening experience for 
most. Live demonstrations may not show what they are sup- 
posed to. Models may creatQ^false impressions. Without dis- 
cussion and follow-up, 7011 can never be sure what students 
have taken away from .such a well-planned, many-stimuli 
presentation. 

5. Guest Speaker. "I had a guest speaker in class today. She used 
several transparencies, some professionally prepared and some 
she had done herself. ' She essentially lectured, but allowed tfarje 
for questions and answers at the end. She was good, but I think 
if I invite her again. 111 interview her in front of the class." 
Pro. A guest speaker introduces a di9erent voice, personality 
and set of experiences into the class setting ... and presumably 
she/he has some particular expertise to share. Transparencies 
present large visual images that supplement a lecture and can 
be projected without dimgimg lights or pulling blinds and with- 
out the speaker changing positions. The visuals themselves can 
be informational, symbofic, situational, provocative, or combi- 
nattions thereof. Interviewing a guest helps the teacher keep 
control. This method can almost assure that the speaker will 
deal with the issues relevant to the class and that the speaker 
doesn't get sidetracked on some side issues or experience. 
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Con. A guest speaker is anoffief passive, listening experience 
for youngsters, She/he may have expertise, but may not com- 
municate well with youngsters. She/he may or may not stick 
to th^ topic. Some transparencies may be of poor quality, par- 
ticularly hoo^e-inade ones. The mterview may turn in|p a way 
for the teacher to "ride his/her own hobby horse." Students 
then seem to hear a replay of the teacher rather than a different, ^ 
fresh approach. * 

Panel-Debate. "I can't decide whether to have the kids finish 
up this unit on mood modifying substances with a debate or^ 
just a panel. Which would you do?'' 

Pro. A debate usually pomts at some specific issues while a 
panel can be more wide-ranging. A debate, because it tends 
to be more competitive, may be more lively. Each involves 
activity for those selected to debate or panel, and, if organized 
appropriately, can involve all class members in preparation. 
Both give students a chance to ^hear student opinions and 
interpretations. 

Con. A debate for which the participants have prepared well 
can leave one side (perhaps dcven both) feeling extreme about 
some issue in which the extreme is not a healthy attitude. For 
the non-participants, the debate or the panel is an essentially- 
passive experience. It can also be a negative one if the chosen 
speakers are not liked by some students. Particularly in a 
debate, participants may present untruths or interpret facts in 
distorted ways. A teacher must decide, at that point, to correct 
the point and probably spoil the debate, or she can wait and 
hope to make the correction at a more appropriate time. 

Sociodrama-Skit. "We started the class off today with a series 
of short sociodramas — a clinic physician dealing with a series 
of different kids with venereal disease. We then spent the rest 
of the hourdiscusshig the difference in reactions and in correct- 
mg and reinforcing the factual statements made. It kept the 
class' interest and gave us a referent to go back to throughout 
the whole hour. Another class decided to have a skit instead, 
and one group presented venereal disease in a convjersation 
between a gonococcus and a spirochete inside a boy's body^ 
That was a provocative start to a class, 111 tell youl" 

Pro. A sociodrama or a skit is an opportunity to create a living, 
human flavor in a topic. The interaction in a sociodrama is 
unplanned, so the spontaneous responses can be valuable indi- 
cators of attitudes and present understandings. A skit is planned 
ond rehearsed, so that what is presented is the distillation of all 
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that could have been. Both are active experiences for the par- 
ticipants and may be enjoyable, as well as thought-provoJdng, 
for the rest of the class. \ 

Con. Any classroom dramatizatiOip runs the risk of being a 
fiasco. It may be dull and repetitive. It may emphasize unim- 
portant poiuts or get away from the central topic entirely. A skit 
may be worse than a sociodrama because there is planned 
interchange, but insuflBcient rehearsal may leave one or more 
actors unprepared and unpredictable, which certainly threatens 
the potential for being a useful^classroom experience. 

8. Discussion. "We have lots of class discussion in the health 
classes. Some of it comes after a lecture or a film, some of it 
could be called problem-solving, some deals with a particular 
human case or group in a situation. Sometimes the whole class 
is involved together, but at least once a week we do something 
with small group discussions." ' 

Pro, Qass discussion is a basic way in which a learner tries out 
what she/he knows, finds out what she/he doesn't, and lias 
what she/he believes to be truth reinforced and corrected. 
Discussion .can deal just with facts and abstractions or with 
human life situations. Both have merit in health education'. In 
the total class discussion the teacher is directly involved riftSst 
of the time, can hear all that the students say, and can ^^r 
the authoritative word when si^ph is needed. In a small ,gro^ 
discussion, more students have a chance to speak and, because 
the teacher is not directly involved, some things may be said 
that would be otherwise inhibited. 

Con. Class discussion often involves an exercise in verbal gym- 
nastics between the teacher and several verbal students or, if 
the teacher is so inclined, an opportunity for a series of lectur- 
ettes, planned or spontaneous. A teacher may ask a question, 
receive an inadequate answer, and then proceed to answer her/ 
his own question^. . . and then comment that "we had a good 
discussion in my last hour class today." Small group discus- 
sions can be a sharing of ignorance ... or an opportunity for 
one or more students to dominate with their opinions, worthy 
or unworthy. The fact that students seem to enjoy discussion 
does not mean it necessarily increases learning. It may ... or 
it may not . . . or may set desired learning backward by 
teaching and reinforcing some inaccurate views. 

9. Current Events. "We start each Monday with an analysis of 
current events relating to the topic we'i;^ on . . . sometimes to 
health in general. This includes analysis of any radio or -tele- 
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vision progiamS) public service announcements, or whatever 
ne^ds analyzing. Some Mondays there isn't much going on, but 
typically the class period is over before we've anajjg«d every- 
fliing tlmt has been offered as current/* 
Fro. Tlus kind of activity helps make students aware that what 
they are leanung in health is related to current happenmgs ... 
and that what is learned m a classroom has utility and is related 
to the outside world — ^the community beyond the classroom. It 
encourages reading of newspapers and news magazines and a 
listening-viewing frame of reference geared to more than 
entertamment, ^ 
Con. Current events can involve anything that is happening at 
the moment, much of which is of no lasting importance. Inter- 
est may be aroxised, attention given, and opinions formed and 
reformed about some happening that is never verified, repli- 
cated, or ev^n remembered by health-related professionals, 
^ With limited time for classroom learning, this activity may be 
worth the time it takes, 

10, Survey. '"My children did a syrvey, in which each child checked 
his or her own home, garage, and yards for hazards." 

Pro. This survey is a way of relating the home or larger com- 
munity to the concern being studied & the classroom. It is an 
active learning experience for everyone who participates, one 
that can help sharpen abilities to observe according to some 
criteria. 

i Con. The purposes and/or the content of a survey may be 
misunderstood by some of the student surveyors , • , and cer- 
tainly by some of those being surveyed or other people in the 
community. Such misunderstandings may cause more trouble 

. for the teacher or the school thafiTwhat can be learned is wojfth. 
Surveys (such as the one described) may serve to highlight the 
differences between the various students* homes that have rami- 
fications beyond mere objective safety. Some learning about 
social class and economic differences can be pamfd, thou^ 
important 

11. Creative Writing. "After discussing the story, in diary fonn, of 
a boy's developing undesirable patterns of eating, I had thd 
students write a story, play, poem, or* My othet creative form. 
This assigpment was to be about a person their age, but of the 
opposite sex, developing new food likes for various reasons, I'm 

^ reading them now, and some of these kids are very creativel" 
Pro. To the extent that health education is based on past 
. experiences of otters, it can be factual; to the extent that it 
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deals with predicting the future, it can be creative. Creativity 
in thinking opens flie mind to new possibilities in thinking . . . 
and behaving. Creative writing is tangible evidence of creative 
thinking. It can show ways a student thinks that are not 
revealed on tests or by more standard assignments. A teacher 
may save a[nd use a creative story as a teaching instrument 
for subsequent class. 

Con. Some youngsters have little creative ability, and a creative 
writing assignment can be rather frustrating. For others the 
creativiS* experience may be seductive; they get carried aw^y 
with the writing and the style and lose the point or purpose for 
the assignment. Some students may be more creative than the 
teacher, and the teacher cannot faurly evaluate what they 
produce. 

12. Games. *My ninth-grade class decided that learning about 
food selection and eating patterns and nutrition was usually 
pretty dull . . . and it needn't be. So we set up a week's work- 
shop to develop games to teach this important health-related 
area at the sixth-grade level. After the games were developed 
and built, we had two days of demonstrating and playing them." 
Pro. To play a game you have to know somethings (whatever 
the. game is about). Because most games are^ somehow com- 
petitive, motives to learn are almost inherent. The game can 
be fun and exciting . . . and still ht educational. Devising, build- 
ing, and playing a game involves almost maximum activity on 
the part of learners in the workshop setting. 

Con. The danger, as in other creative activities, is, that the 
game is excellent and exciting, but learning can be minimal. 
All of this creatioii, development and playing takes time, which 
might be better spent on activities with more predictable learn- 
ing outcome, 

13. Field Trip. "We went on a field trip to the sewage treatment 
plant, it was well-conducted, and the kids got to see how the 
whole process works — from the dirty water coming in to. the 
clean, pure water going out." 

Pro. A book or a lecture or even a picture can describe and 
portray something like a sewage^ treatment plant, but, t6T many 
yoflngsters, it remains a shadowy abstraction. A visit to the 
plant actually brings it into the concrete. With a good guide, ' 
who can speak in terms the class group can understand, the 
trip can be an active, satisfying learning experience. 

Con. Only parts of anything can be seen, and these may not 
be very important. When something is explained, typically part 
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of the class cannot hear or see. Disciplmary problems may 
detract from actual learning; there are always some who are 
not interested in whatever it is and take advantage of relative 
freedom. Field trips have to be scheduled well in advance. 
When a trip is held, it may not be appropriate, the weather may 
be inappropriate, or what has to be seen is not available, 

A CONTINUUM. There are, of course, many other methods and tech- 
niques to induce learning. Even with combinations, no one could claim 
that thirteen descriptions represent the universe. However, adding others 
would not change the basic generalizations to which these thirteen 
analyses point. 

Teaching-Learning Strategies Are Represented on a 
Continuum, 
the Poles of, Which Are 

^- — ' — ' 

Teacher as • . Student as 

Teacher Learner 

Teachers utilizing strategies to the left of center have, as thehr^ 
dominant thoughts, 

. . My responsibility as a teacher is to see that the students leara 
the right things . . . and to see that they don't learn the wron^ things. . . . 
I know the subject matter well, and it seems a waste of time not to have 
the students take full advantage of this. ... You have to /create and 
maintain an atmosphere for learning In the classroom, and in order to 
do this the teacher jnust be the authority figure at all times. . . . There 
just isn't enough time to use some of those student participation methods. 
. . . The content becomes greater each year, and it is my responsibility 
to see that youngsters learn as much of it as possible. ... I have to use 
the most efficient methods " 

Teachers choosing more approaches from the right side would have, 
as their chief guiding thoughts, 

. . My responsibility as a teacher^is primarily as a facilitator of 
learning ... as well as a provider of information ... it is to see that 
the youngsters learn how to bam and to know that they know a variety 
of ways to learn. . . . There probably are a few things that everyone 
should learn and know are right. . . . With all health topics or concepts, 
there is more than can be learned. . . . Fd rather a student Jeam some- 
thing that seems valuable to hun/her than simply not learn something 
that I thought was important, . . . The ^tmospheie to create is one of 
fnutual learning ... I am a learner, too, and can learn things from 
students. ... If students ask me for information they want and need, 
this is also a way to learn; seeking authority is applicable beyond the 
classroom, while lecturing them before they need to know tends not to be. 
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... I don*t know any ways to make learning more effective given the 
heterogeneous group of students I have in ^aeh>class. . . ."^ 

And so it goes Some teachers will be fuly eclectic, Md their 

teaching-learning direction wiU display a comfortkbly, honest balance of 
approaches from all over the contmuum: xl^* 

Monday: Lecture ' 
Tuesday: Small group discussion 
Wednesday: Full period film 
Thursday: Panel discussion 
Friday: Choiceof objective test or creative 

writing project • 

Others, however, will have some of the following ^difficulties: 

• Believing in strategies on the right of the continuum, but havmg 
more tangible success and feeling of accomplishment with the ones 
on the left 

• Feeling, as a young idealistic teacher, that approaches from the 
right of tile continuum are best, But bemg coerced by supervising 
teachers and departmental policies to use more from tiie left side 

i of the continuum 

• Believing, idealistically, in strategies on the jight continuum but 
haying litfle natural ability and confidence in trying tiiem; witiiout ^ 
trymg, tiiere isno success and without success tiiere is no develop- 
ment of ability and confidence 

• Believmg in tiie strategies on the left continuum, but being coerced 
by younger, eager colleagues and by nondocile students to try some 
approaches that one does not really believe in 

• Believing in strategies from the right continuum, but having knowl- 
edge that "I learned satisfactorily by left-end strategies*' and revert- 
ing to teaching as on$ was taught 

NO SINGLE BEST ONE. A recurring theme in this volume is tiiat no 
teachmg-leaming approach is best for everyone, and there is also prob- 
ably none from which someone does not learn. Each teacher must 
decide for her/himself what strategies to use. Whatever one does for a ' 
period of time can have some rewards and become comfortable. 

REALIZING SOME OBJECTIVES. Anotii^r view of teaching- 
learning strategies comes from suggesting several ways in which a partic- 
ular semi-behavioral objective could be realized. Let's look at these also 
in terms of maturity-age levels. 

Level I (Kindergarten, grades, 1 , 2, and 3 ) 

Identifies procedures that help protect personal 

well-being and that of others 
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"After talking about protecting health, our teacher read us a story 
and we raised our hands every time somebody did something good for 
his or her health . * . or for somebody else's." ^ 

"F6r about the last two weeks, we've been making a list of things 
people do to keep healthy and another^of things that aren't good for you. 
The lists are on our bulletin board so that we can read them and add to 
them if we think of more." 

"Our teacher printed each thing on l?oth lists [see above] on a 
card. Now we play a game, where someone comes up, draws a card 
from the pile, reads the 'procedure' (the teacher calls it) and puts it in 
the 'helpful' or 'harmful' pile. ' If we think it is a wrong choice, we 
can say so." 

Describes all that happens when a person is sick 

"Each of us had to think of a time when we were sick and then 
all that happened during and because of that illness ... the conse- 
quences, the teacher called them. Then some of us got to tell ours out 
loud and the teacher recorded them so we could hear thera again." 

"Each of us read a story about a brother and sister being sick 
and then three people got to come up and tell the story about aU the 
things that happened because they were sick. Then we got to make up 
some other things that could hav^ happened instead ... or after the 
*story ended." 

Level II (grades 4, 5, and 6) 

Explains how and why problems may result from 

an unbalanced diet and from a certain lack of foods 

"We've Bfcen studying this and now we've made up two sets of 
cards — one describing problems and the other describing partfcular 
unbalanced diets and lack of certain foods. We^ sit in a circle and one 
person draws a card and reads it aloud, and then gives it to someone 
else who has to explain aloud either how or why the problem happened." 

"Each of us had to write Jour letters toujour persons with healtii 
problems described on a printed sheet; the letters had to explain how 
and why the problem occurred and what they should do to their diet 
to correct them." 

Compare individual growth status with 

information contained in growth charts 

'^Each of us was weighed and measured at the beginning of the 
year. Each of us who was in the school last year had the information 
from last year, too. Naw, near the end of the year, we got weighed and 
measured again and each of us gets to see how our growth compares 
with a growth chart on the bulletin board." 

"Each of us makes up a person who weighed so much and was 
so tall last year and this year. Then we exchange with someone so that 
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they can |:ompare the growth of njy mad^-up peKon with the chart 
we write about these made-up persons." 
Illustrates relationships between accidents 
and human behavior 

"We gathered some pictures of accidents. Each person has a picture 
and fliree half-sheets of blank paper. \Ve make up a story about )iow 
the accident happened. We pass the papers around so everyone writes 
on three. Then we pass them s^md and read the different stories 
people made up. A committee decides the five best ones for postmg on 
the bulletin boar^.'* 

"We made up a list of how people act— you know, like over- 
sleepmg in the mommg, etc. Two of the class members read them on 
a casette tape. Now we turn on the tape and someone has to give an 
example of how the way people act mi^t cause accidents." 

L^e//// (grades 7, 8, and 9) ' ^ 

Analyzes the qualifications for various health careers 

"Through library research and mterviews, our class developed a 
set of qualifications for fifteen different careers related to health. Now 
each person is assigned one and can choose two others ... we have to 
write an analysis of each, telltag what kinds of people would do well 
in the career. Then we compare om: analyses with at least two others 
who have analyzed the game one." ^ " ; 

- "We had a health career day with about twelve different speakers. 
We taped what they said, and now we listen to the tapes and have a 
panel afialyze the qualifications for each— what they are, how they might 
change, who could meet them, etc." 

Evaluates those social forces and emotional factors 

that encourage and discourage good dental care 
^ "From our combined experience, our class made up two lists of 
social forces and emotional factors that encourage and that discourage 
dental care. Then we had six teams that interviewed two dentists, two 
dental hygiem'sts, ajid two dental receptionists to see which of them 
were felt to be the most unportant. Each report.was made, and we made 
up a composite report of their evaluations. Each could then compare it 
with his own judgment." 

"We had a debate in class, with one side arguing that social and 
emotional factors that encourage good dental care are stronger, and 
the other arguing that those that discourage good dental care are 
stronger; Each person had to cast a ballot mdicating his judgment as 
to which side won — and why." 

Levd/K (grades 10, 11, and 12) 
Formulates hypotheses on what it would be like 
Q " there were ru> differences among individuals 
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"We worked in groups of three, and each group formulated a 
description of the universal person — everyone alive would fit this descrip- 
tion. We then passed these around to see how they were alike and how 
they were different. Then each group had to writfe on two, formulating 
hypotheses as to what a culture of these people would be like. Thescj 
eventually were typed up and put in our classroom library. It kin^ of 
) stretches your mind to read it." 

"We formulated our universal person like the other class did, but 
Jhen we each had to interview three people not in the class and Uien, as 
a group, we had to put these hypotheses 6f what life would ^e like 
together." - . 

Integrates data into an effective plan for 

the solution of a family life problem 

"We read a bunch of 'Dear Abby'^olumns and then by vi«|ten vote 
decided on six family life problems, to solve. Each person si#ied up 
for one, and then had to find published data to back up every suggested 
part of the plan." 

"We worked backwards. We gathered, as a class, a lot of data on 
family life problems. Then we put the .datk together in^ different forms 
and tried to predict what problems these might help solve." 

Translates knowledge about the effects of various 

mood and behavior modifiers into predictions about the 
' behavior of those who use them under different circumstances ^ 

"For about a moqth we, as a class, collected news stories of different 
kinds "of behavidr in differeot circ^stances, some of which involved 
mood modifiers and some not. Then on a particular day we worked in 
> pairs of students, and each pair w^s given a news item. We had to 
research the behavior jmd match it with the effeq^of some modifiers. 
Then the next day, as many as possible gave their interpretations, trans- 
lating the knowledge about effects into a prediction about cause of the 
behavior described." - s 

"Our teacher, who has had some special training in education about 
alcohol and drug3, gave a really great lecture in which-he translated 
facts about effects of different substances into predictions about how 
different people would react under different circumstances. It certainly 
helped us to think about the whole drug issue." , 

IN SUMMARY. « 

• The two ends of a continuum of teaching-learning strategies are: 
emphasis on the teacher as (1) purveyor of knowledge and 
(2) organizer of learnir^g experiences and ^cilitator of learning. 

• Some teachers can be comfortably and effectively eclectic in strate- 
gies, but there are forces pulling' teachers in both directions so 
some are not comfortable with their teaching style. 
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• Learning comes from the learner focusing attention; different activi- 
ties accomplish this differently; an activity is effective for those who 
respond with focused attention. * 

• There are pros and cons to every learning activity. 

• There always are several ways for a class to accomplish anxjbjective. 
This culture is one that can ill afford learning failures; there are 
fewer arid fewer functional roles for the uneducated. 



ERIC 



Chapter Xltt 

Alsiferials 

audi 

Itesoiircess 

*My students are usifig a variety of books, magazines, and journals 
from the library in addition to those av^able in our classrooms; fliese 
give them a much wider view of any J^tdfh issue than just a textbook.^' 
•'My students went to the library to use a .wider range of materials; 
many of the books were out or otherwise not available, some magazines 
and journals were missing and others had the desired article cut out 
Some of the important ones were away being bound It was a ffustrat- 
, ing, and not very rewarding, experience. Tm glad we have the textbook/* ' ^ 

"I used a filgi as flie cukninating learning experience for this unit, 
- and it was exceUent It p^ed many of the issues we had considered 
in the abstract, and it^inforced the feeling that I had tried to encourage. 
The discussion afterward indic^d it was really appreciated." 

"The fihn I really wanted to cuhninate the unit was not available 
untfl a week after the unit was over. I ordered another fflm, it was 
. confirmed, but there \i^as a holiday the day before, the mafl was late, ^ 
and it arrived two days after it was supposed to. It's probably just aS 
well . Z tjie last time I used a fihn, it broke in one dramatic spot and the 
bulb blimed out in another.** ^ 

*Tve had students use the prepared visual transparencies that we 
have available in group presentations they make to the class. These 
make th§ presentations more interesting and better learning experiences. 
The students learn a great d^al in going through the sets of yisuals, 
selecting ones that are most appropriate.** 

"Pve encouraged students to use the prepared visual transparencies* 
that we have available In group presentations to the class. After one 
year the librarian says five have been damaged so that they are unusable, 
and seven are missing, lost or stolen. I hate to penalize the majority 
for what a minority does, but we have no money to replace these. At 
this rate, there will be nonej^ft for teacher use in a few years. So, no ' 
more student use.** , #^> % ^ ' 

These antithetical conversations ar^ intended to represent two truths 
about supplemental resour^ materials for learning in health: 

1, Avariety6f high quality instructional materials are avail^le to 
add feeUng, informational and experience dimen§ions to q^ass- 
^ room learning experiences. 

ERIC , 
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2. These materials typically have to be shared, and therefore the 
availability of just what is desired is dependent on many other 
people, some of whom have less than desired responsibility. 
These add up to the generalization that resource materials can ' 
be extremely enriching and/or a source of great frustration. 
Teachers who use them find ways to minimize these frustrations 
or simply have personalities that can tolerate the failures with 
the successes. Teachers who do hot have such tolerance often 
protect themselves from this frustration by developing other 
teaching strategies or profess to believe that the time spent 
arfangiag for efl5cient use could be better used in other forms 
of learning direction. . 

CHOICES AND DECISIOPiS."^ Some resource materials cost a school 
or district money, and someone — or some group — must be continually 
deciding how much to allocate for all such materials. Because this is 
rarely enough to cover all things from which learners might benefit — 
how much to spend for what? to buy or to rent? transparencies vs. films? 
another movie projector or a not presently availably slide projector? 
money for field trips or another television set? The choices are numer- 
ous and complex. Technology produces new types and styles of hard- 
ware, and publishers multiply types and varieties of software. Patent 
laws have lost some effectiveness because by the tune a suit against a 
competing company for violating a patent comes to court, the machine 
in question is likely to have been superseded by a new model. 

What is good quality and^ worth the purchase or rental price is 
a question for continual judgment. In late 1972, the National Coordi- 
nating Councif on Drug Education * released a report diat judged only 
34 audio-visual aids — 16 percent otthe 220 reviewed — to be "scien- 
tifically accurate and conceptually soun3." The major generalization was 
offered that the drug abuse films available \oday are doing more harm 
than good. This was the Cotocil's considered corporate judgment, but 
the fact remains that many of the films and other materials that flunkc^ 
were made recognized film-makers, many with' medical and educa- 
tional advisors. If the decision-maker in an audio-visual department 
is confronted with this report and a request from four health teachers 
for a film not approved, what does he do? How much time^an he take 
^ to 4ecide how to decide? Oh, well. Whatever the ^Complexities, resource 
♦ materials are an important part of the curriculum and teaching-learning 
strategies of most health teachers. 

1 "Drug Council Finds 16% of Drug Abuse Films ^Scientifically Acceptable,' " 
Drugs and Drug Abuse Education Newsletter. Washington, D.C.; Scope Publica- 
tions, December 1972. pp. 4, 5. 
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AUDIO-VISUAL MATERIALS are those that students caniear and/ or 
see and usuafly refer to other than texts or other standard-type books. 
Audio-visual materials should rarely be considered ends in themselves. 
Their value is in helping to make learning more effective. 

Some guidelines for Ae use of these instructional materials may 
be summarized as follows: 

1. All audio-visual materials are a means of helping to achieve 
educational objectives. The selection of these materials should 
be guided by what is to be taught and what the desired out- 
comes are. 

2. Each aid has its advantages and its limitations. For any specific 
situation, the teacher has to select the learning aid or combina- 
tion of aids that will be most helpful to the learners. With 
guidance, learners may also develop judgment in selection. 

3. AuditKvisual materials are not merely substitutes for other 
mstnictional techniques. They are an integral part of teaching, 
and can serve only to reinforce and supplement other forms of 
instruction. 

4. The mere exposure to audiorvisual materials will not assure 
learning that is meamngful. Careful planning and preparation 
and follow-up arc necessary if any kind of teaching is \o serve 
as a channel for enriched learning experiences. 

5. The skillful use of audio-visual materials encouxiages the pupil 
to assume responsibility for his own learning by helping him 
to organize, mterpret, integrate, and apply what is being taught. 

o These features guide the learner into an active role, rather than 
a passive one. . • 

EDUCATIONAL VALUES. Research in tte use of audio-visual mate- 
rials offers assurance that certain values can be attributed to the use 
of these liiaterials if the proper guidelines for their use are observed, 
Hoban, Finn, apd Dale^ conclude that audio-visual materials, when 
correctly used m teaching, can accomplish the following: 

1. Supply a concrete basis fdr conceptual thinking and reduce 
meaningless word responses of pupils 

2. Engender a high degree of interest in pupils 

3. Make learning more permanent j 

4. Offer a reality of experience that stimulates pupil self-activity 

5. Develop a continuity of thought. (This is especially true of 
motion pictures.) 



2 Hoban, Charles P., Finn, James, and Dale, Edgar, "Audiovisual Materials,*' 
Encyclopedia of Educational Research. New York: MacM^lan, 1950. "pfe. 84. 
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6. Contribute t6 growth of meaning and to vocabulary develops 
ment 

7. Provide experiences not easily obtaiqed through other materials 
and contribute to the efl&ciency, depth and variety of learning 

DEMONSTRATIONS. The teacher may use a demonstration, or 
visualized explanation, to show how something operates, how it is done, 
or to show cause-effect relationships. In the demonstration, she draws 
on many other teaching materials that are available to illustrate a given 
concept. A step-by-step procedure for applying artiflci^ ventilation, a 
comparison of pulse count at rest and foUowing varying degrees of 
activity, clarification of the parts and functions of the human ear with 

ra cutaway model, a chronological explanation of the menstrual cycle 
with a chart or model, an experiment to show the conditions under 
which disease-producing organisms thrive — all these are exaipples of 
demonstrations. 

The teacher may tell a class how something is constructed or how 
it functions. To add reality, she/he illustrates her/his explanation with 
a demonstration. Whenever appropriate and practical, she/he allows the 
pupils to perform the demonstration themselves. This opportunity for 
doing on die part of the class is especially desirable in health and safety 
education where the learning of a skill or pattern of behavior is a primary 
goal. First aid and driver education are almost wholly dependent on 
individual practice by the pupils folloA^^g the teacher's demonstration, 
if learning is to be reinforced knd lasting. 

The successful demonstraftion emerges from an admixture of simple 
design, clarity of explanation, and advanced preparation of materials to 
be used. In addition, the teacher needs to be thoroughly familiar with 
the subjcQt, to communicate well during the demonstration, and to be 
cognizant of the salient points in the demonstration. It is nec^sary, 

' of course, that the demonstration be visible to all pupib". The quality 
of the questions and the kinds of class comments during the demonstra- 
tion and following it are pretty good barometers of how much real learn- 

. ing is taking place. 

EXtflBITS. When time and distance present limitations to the widening 
of educational horizons, the teacher considers ways of providing the 
learner with a replica of the real situation or environment. Exhibits, 
which rely on arrangements of objects, models, specimens, or mock-ups 
(scale models), are planned to convey a specific message to the viewer. 

When an object or specimen of tihe real thing is not available, or is 
impractical for display purposes, a three-dimensional likeness or model, 
scaled up or down, can be constructed or obtained from commercial 
sources. Such representations are best when authentic, but sometimes 
a simplified version is necessary. In these instances, the teacher ^points 
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out to the class the omission of certain parts of the origtaal, so that 
inaccurate impressions will not be formed 

The cutaway model has advantages as a learning aid in that it 
enables pupik to view the interior structure or workabiKty of some 
specific organ thatds not outwardly visible. For example, a model of 
the eye or eac, with'removable parts, lends itself to examination and 
broader understanding of the importance of each part in the total 
functioning of the organ. 

ThQ diorama is a three-dimensional representation of a scene with 
the objects and models positioned in proper perspective within a replica 
of their natural environment In a unit of study devoted to community 
health, for example, there are many phases of this topic that lend them- 
selves to presentation through the use of the diorama, A comprehension 
of the potential hazards that confront a driver on the highway and in 
congested traffic centers can be gained readily from a realistic arrange- 
ment in a diorama. The instructional value of the diorama in health 
education, when pupH-made, has two benefits: the study of the finished 
scene and the construction process. In the construction process, many 
dedsions about truth, perspective, appropriatene^, etc,, must be made, 
which are learning opportunities. 

' There are many things that contribute to the efficacy of an exhibit. 
Motion, viewer participation, accuracy of det^, location of the exhibit, 
brevity and clarity of captions, illuminations, and^ color are pojpts to 
J)e considered Although the exhibit is often placed witiiin flie school 
envkonment, real advantages may accrue by locating the exhibit in a 
community setting to instruct citizens and to help them appreciate flie 
dvic-mmded concern of pupils for health problems. 

The educational health museum, a fine resource in some communi- 
ti&, enriches school curricula. Pupil observation in flie museum needs 
adequate time and expert guidance. A hurried and unorganized museum 
tour can lead to confusion and misunderstanding. The exhibits in a 
legitimate healfli museum are auflientic, attractive, and dynamic, and 
fliey cover a wide range of topics in personal, family and community 
healfli. Some of flie exhibit materials are available for loan to schools. 
The healfli museums provide additioBd services, such as flie orientation 
of teachers for flie optimal use of museum facilities, preparation of re- 
source materials, lectures and group discussions. 

FIELD TRIPS. A field trip is a unique, moving experience in which the 
classroom is extended into the community. It may be a plgpned visit 
to some place wiflun flie school or its environs, or a Journey to some 
ppin^ wiflim flie community. The latter is particularly significant for flie 
contribution it can make to harrowing flie gap between school experi- 
enqes and copimunity life. More extensive field trips may require travel- 
ing a considerable distance and may last a period of several davs. 
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Some school systems issue a guidebook that has been developed for 
teilchers on the basis of past experiences with field trips. The teacher 
win find this item a valuable reference. It typically lists the avmlable 
resources in each community, school regulations and suggested pro- 
cedures for planning the field experience. Usually the guide also classifies 
the trips that are suitable for various age groups, and helps to eliminate 
duplication of trips students have taken at egjlier grade levels. 

In most communities, there are numerous opportunities that can be 
assessed for their potential contribution to health and safety education. 
Visits might be made to laboratories food processing plants, produce 
markets, water purification plants, sewage disposal plants, governmental 
agencies, traflEic centers, pharmaceutical firms, industrial establishments, 
research centers, museums, and clinics and hospitals during open house 
or at other appropriate times. The maturity level and intellectual back- 
ground of the pupils will govern the type of visit to be made. Although 
the large metropolitan areas are richer in the resources they have to 
offer, some studies suggest that school systems located in smaller com- 
munities often utilize the. avaOable resources to a greater extent. Obvi- 
ously, the complexity of the administrative arrangements, particularly 
^«^me, safety, and transportation, serves as an obstacle to more frequent 
field trips. However, once the values of field trips are recognized, a 
teacher can find ways to overcome such obstacles. For example, when 
the field trips are administratively diflHicult, small groups or individuals 
may make the excursion and then report to the class, serving as a fdr 

• substitute. 

The field trip is often used as a motivating device, and in this sense, 
it serves as a good introduction to a unit of study. It may be planned 
during, the unit to enhance th^ learning and clarify some specific se^ent 
of a unit. Or it may be selected as the procedure that will serve best at 
the termination of a unit to bring the learning experience to an under- 
standable-focus. ^ 

Essentially, the same educational principles that underlie the use 
of pther teaching aids apply to the field tri|) as a learning activity. It is 
imperative that the reason for the field trip be clear to both the teacher 
and the pupils, because what is learned through the experience depends 

• largely on the purpose and planning agreed on at the outset. ^ 

When a field trip is called successful, the need for the trip probably 
arose as a natural outgrowth of classroom study, and students developed 
an awareness of the purposes and values of their trip. The use of other 
teaching materials during the stages of preparation helped to enhance 
the value of the experience. Pupils and teaclier shared in formulating 
the observations they hoped to make and the- questions they wanted to 
have answered. Since a guide is usually assigned by the host group, he/ 
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she needs advance notice of the class' expectations, so that the visitors 
and personnel at the community resource are in accord with each 
other's purpose. 

Preparations for a field trip prior to the community visit are perhaps 
more extensive and detailed tlian those for use of most other teaching 
procedures. Often in this learning situation, an entire class goes to the 
scene of flie leammg activity rather than bringing the learning aid mto 
the classroom. This type of field trip requires meticulous attention to 
administrative details, transportation, arrangements with the commu- 
nity resources to be visited, parental permission, appropriate clotjiing, 
^ standards of behavior, time allotment, changes in class schedule, safety 
factors, and adequate supervision. However, when carefully planned 
and conducted^ a field trip can: 

1. Encourage exploration and interest 

2. Develop pupil curiosity 

3. Cultivate careful observation 

4. Provide accurate, firsthand information »^ . 

5. Qarify^oncepts and ^ve additional meaning to previous class- 
work,^especially for pupils whose background of experience is 
veryhmited ^ 

6. Provide opportunities for guidance through direct contact with . 
work opportunities 

7. Form new ties between the pupil and his/her community 

8. Arouse the interest of parents and other citizens in what schools 
are doing. 

The follow-up activities that result from this field. experience in- 
clude creative projects, class discussions, and the use of other evaluation 
mstruments to measure the understandings gained and the attitudes 
acquired. The teacher will want to review for him/herself the mechani- 
cal and administrative aspects of the trip so that he/she can minimize* 
the difficulties and increase the educational features of future com- 
munity visits by his/her classes. ^ * 

RADIO. Radio supplies a certain amount of resource materials that can 
be timely and vital, and that may have dramatic appeal for the listener. 
The school broadcast usually is a carefully planned audio-learning ex- ^ 
perience that utilizes resources beyond those readily available in the 
classroom. Broadcasts typically are preparedv^ under the supervision df 
excellent teachers who consult school personnel and subject experts 
about inforpiation that may lend itself to this means. of communication. ' 
Many topics of personal and community health are in this category. 

ERJC 
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Wittish and Schuller ^ have identified three rather consistent character- 
istics of educational radio broadcasts: 

1. Educational radio broadcasts provide an immediate awareness 
of and an opportunity, for listening participation in current 
history, 

2. Educational radio programs make it possible for experts to 
visit classrooms . , . but these become actually team teaching 
demonstrations, with the local teacher as part of the team. 

In spite of the desirable features of radio in the classroom, it has 
some de&ute li^utations. Among them are: 

1. One-way communication — ^During tfie broadcast, there is, no 
opportunity for pupils to ask the radio teacher questions: 

2. T//wwg^Adjustment of broadcast tune to the specific schedules 
of schools and classes, and adjustment of classwork to the 
actual broadcast, time is difficult. 

3. No prehearing or reusability~ThQ teacher is unable to prehear 
the broadcast. At best he can study the advance announcements 
and the teacher's guide for a particular broadcast. 

4. Lack of natiormide availability— T^ol all schools, have radios 
or aro: located with the range of stations that broadcast edu- 

Q cational programs. 

5. Poor reception areas — Some schools are located in areas where 
radio reception is usually of poor quality. 

Recordings taken directly off the air or purchased from commercial 
sources can be used to overcome most of these limitations. With a disc 
or tape recording of a radio broadcast, the teacher does not run the 
risk of questionable content, or the inconvenience of set program 
schedules. She/he is able to control these factors and can use the 
teaching material when it is most desirable and appropriate. 

As a first step in the classroom use of radio, ttie teacher explores 
the radio resources that exist m her/his community, and she/he selects 
those programs for classroom or home listeniog that have a direct bear- 
ing on current classwork, and that have potential for contributing to 
educational outcomes. The subjects of school radio broadcasts are 
usually announced well m advance and preliminary study guides are 
often provided for teachers so that pupils can be oriented to the experi- 
ence of listening. Passive listening to radio broadcasts m the classroom 
without preplanning, selectivity of the content, and subsequent follow- 
up can be a waste of valuable instructional time. 



8 Wittish, Walter and SchuUer, Charles F., Audiovisual Materials; Their 
Nature and Use (4th EdJ. New York: Harper & Row, 1967. pg. 375. 
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The significance of radip for teaching discriminative listening has 
not been fully appreciated. Pupils can be motivated to seek out and 
critically appraise the various elements that shape up a good r^dio pro- 
gram, or carefully analyze the accuracy of programs and advertising 
that contain health informilion. In the preplanning state, the teacher 
points up times for listening, and the follow-up activities, which come 
as a result of the listening experiences, reflect the effectiveness of the 
broadcast In addition to classroom listening, pupils can be encouraged 
to listen at home for radio announcements about current health prob- 
lems, and to give brief resumes to the class of what they have heard 
about new advances in medical science, safety pi;ecautions, or the work 
of local health agencies. ^ 

The teacher also seek outs opportunities for pupils to participate in 
actual broadcasts from local stations. When time is granted, the pupils 
can engage in meaningful activities as they do research, prepare the 
script, and produce a broadcast based on a health or safety theme. 
Often pupils* pleas to an adult audience, urging them to take action 
on some community health problem, bring favorable and immediate 
response. 

RECORDINGS. Tape recordmg invites exploration as a useful approach 
to many areas of health and safety education. In some schools, pupik 
check out tape recorders for class assignments, and return the next day 
to share the results of a planned interview with, for example, a group of 
health officials. The tape recorder also may be taken on a field trip to 
the local health department and a recording made wherever pc^ssible 
of the explanations given during the guided tour. A pupil may choose 
to record all radio and television commercials with health implications, . 
or programs of health quackery, that can be played back to the class m 
connection with a utiit on consumer health education. 

A narrative can be recorded on tape , to enhance the jsbovmg 
of a set of school-made slides or a filmstrip on some health or safety 
topic. A continuous loop of tape can be used by placing, on a . 
strategically located recorder and^play-back machine, a message about 
some health (^'s^ety campaign that grows out of a classroom..activity. 

Many states have duplication centers, each mth an extensive col-, 
lection of permanent recordmgs on master tapes. A school that Orders 
any of the available recordings sends an appropriate number of blaiik 
tapes to the nearest center together with a. list of the recordings that are 
desired. It ^ an easy process to transfer any recording from one of th^ 
inaster tapes to a school tape. Where outstanding classroom radio pro- 
grams have been prepared throughout the country, school systems are 
utilizing tape recordings to exchange programs and to improve the 
mioisHr Qf their school-on-the-air broadcasts: 
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The cassette recordeir and tapes certamly have enhanced the pos- 
sibilities for taping and'replaying many worthwhile audio messages. 

TELEVISION. A program may b^e televised: (a) as a live telecast; (b) 
N^a'^eo tape, which instantiy records both sight and sound on mag- 
netic tape and is ready for immediate use; and (c) on kinescope, 
which records the live program on motion picture film and which 
requires processing before it can be used. Video tapes and kinescopes 
serve much the same purpose for television as recordings do foir radio. 
The main advantage of video tape is that a live program or event can 
be recorded and played back, with no. appreciable loss of quality, a 
minute, a month, or a year latef . 

Some telecasting is done on closed circuits. In these instances, ' 
the televised information is transmitted by wires, or by microwave, from 
cameras to private receivers that are located in nearby rooms, buildmgs, 
or even at greater distances. In addition to health films for pupils, this 
type of television is often employed for teacher observation, for teaching 
manual skills, or to transmit lecture-demonstrations in technical and 
science courses. 

Open-circuit telecasting utilizes the television channels lhat arc con- 
trolled and assigned by the Federal Communications Commission. As 
defined by the Commission, there are two major varieties of television — 
commercial ^d educational. Commercial television refers to network 
prog^s or those initiated by broadcasting stations that are operated 
by private organizations primarily for profit. Some of the commercial 
telecasts have a fairly high educational value, and occasionally they can 
be used to good advantage in the classroom. Examples of public service 
programs on commercial television that could be used in a health educa- 
tion class are televised meetings.of the World Health Assembly^ ap illus- 
trated report by a sanitary engineer, a Civil Defense telecast illiistrating a 
new method of resuscitation, and an on-the-spot telecast of antibiotic 
drug production in a pharmaceutical, laboratory. 

The Morrill Act of 1862 set aside portions of land in the public 
domainvfor educational purposes; on these lands colleges arose. In 
1952 the Federal Communications Commission decreed a comparable 
portion set aside for television. Non-commercial educational television 
has beehlhe result. Of the programs broadcast on educationaFchannels, 
some are for out-of-school viewers, while others are for in-school recep- 
tion and use. Today, school-planned television is a reality, particularly 
in the centers of heavy population, or close to major universities. The 
programs are planned and produced by qualified and experienced 
teachers who work in direct cooperation with school personnel. The 
programs are developed on topics that have been requested by teachers. 
Well in advance of each telecast, a copy of the t)rogram schedule and its 
content in the form of teacher and pupil guides is sent to all teachers 

i5i 
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so that they may prepare their pupils to obtain full benefit from their 
television experiences. ^ 

The designs of educational telecasts vary.- Some, especiafUy those 
for out-of-school viewing, are planned to do the total job of teaching 
a specific unit of mstructionv . More frequently, for classroom viewing, 
the studio teacher provides some basic instruction on a 'given subject for 
many pupils in many classrooms. Then, immediately after the telecast, 
each classroom teacher continues with the same subject, building on 
the foundation established by the studio teacher and adapting the ex- 
, perience to the needs of individual pupils. 

Occasionally, a telecast is used to supplement thc^ regular class- 
work. For example, by closjed circuit, a class that is studying about 
-microorganisms can view a demonstration of an electron microscope in' a 
nearby laboratory. This arrangement enables all of the class members 
to see the demonstration simultaneously; whereas a 'field trip to the 
laboratory not only consumes more time, but pupils have to view the 
microscope in small groups. 

Most often, a live, kinescoped, or video-taped television program 
is used to enrich classwork. As in selecting any audio- visual material 
of i^st^uction, the basic questions are: Does the telecast make a con- 
tribution to the learning situation beyond that made by instructional 
matc^als already in use? Is the general level of the program keyed to 
the age of the group that will see it? Will the content promote better 
understanding of the subject? Does the program include useful supple- 
ments to the unit of work or the general curriculum area? In answering 
these questions, the teacher is conffOnted with the impossibility of pre- 
viewing a live telecast. In this caste, teacher judgment will Ijave to be 
based on previous experience wife the program, the reputation of the 
sponsor or producer, the calibe^f the expert authority or demonstrator 
who appears on th^ program, and the care taken in organizing the 'tele- 
cast. These items will help the teacher to decide the probable usefuhiess 
of current telecasts and those that may be produced in the future. 
Some of the characteri^kf of television as a teaching device are: 

1. Concreteness of ^meal and the immediate — ^Through the ave- 
nues of vision and bearing, television brings the pupil into 
contact with contemporary events in exciting and clarifying 

• ^ ways. Color sets require even less imagination from viewers. 

2. Uniformity of cor^unication — Through a television broad- 
cast, teachers, ^rents, pupils, and citizens may share a com- 
mon experience at the same time: At least, some essentials 
may be shared. Beyond that, the influence ol the experience 
depends on the education, experience and interest levels of the 
individuals. 
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^ 3* Smcinctness of explanations — ^Television has developed a coin- 
^. pressed form of communication, whose very succinctness te^ds 
to bring daiity. On the other hand, there is always the danger 
. of oversimplification. 

4. VersatiUty^Any telecast may use a carefully combined battery 
of audio-visual materials, such as models, charts, diagrams, 
exhibits and chalkboards. These add variety and interest, but 
they can only fee viewed by the pupil in the classroom; she/he 

" cannot handle and examine the materials in a televised exhibit 

5. One-way communication — Television is primarily a one-way 
form of communication. The pupils cannot ask questions ex- 
cept where a closed^drcuit installation provides microphones 
for each classroom that permit pupils to communicate with the 
studio teacher, ^t present,'such talk-back Arrangements can- 
not be made with broadcast television. 

MOTION PICTURES. 'Hey, it's movie dayl" Exclamations such as 
this herald the "probable fact that the sound motion picture is the most 
frequently used visual aid in health education. .The following plus and 
minus evaluation repeats some of the^tatements offered for television 
because, quite obviously, the movie is basically the sam& as the television 
program * . . except that the screened picture is grossly l^irger. Neverthe- 
less, let Jt be said that educationpl moving pictures can do the following: 

1. Present certain meanings involving moti&n, sound, information, 
narrgition and color (when it is u§eful) in order to achieve cer- 

'tam xmderstandmg 

2. Compel and focus attention 

^ 3« Increase interest and retention of learning 

4. InflueApe specific attitudes 

5. Bring a variety of places and past and current events into the 
classroom o « 

6. Speed up or slow down time ^ • . 

7- Bring hazardous and difficult demonstrations into the classroom 

« *Z. Reduce the size oflarge objects and, through photomicrography, 
enlarge things that are too small for the naked eye to see 

9. Visualize a concept through animation 

10. Qarif;^ relationships among things, ideas and events 

11. Provide a satisfying aesthetic experience. - 

^ Sound motion films have their limitations, too« Some of them are: 

1. The film may contain inaccuracies of fact. * 

2. The content,of a film may beco^b outdated. 
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3: It is sometimes difficult to bbtain a film from a library at the 
' time it would be most helpful. 

4. The fihn may create mcprrect concepts of time and size. 

5. The film njay be tyo brief or oversimplified 



6. Few films are suitable for all grade levels 

7. The hi^ cost of fihns prevents oiany schools ^rom developing 

their own film libraries, - . 

8. - The/film nmy not interest the students., 

9. Tbfe student may see a school-owned film at various grade levels ' - . 
or in several different classes. Repetitious viewing is fc^rin^' 

However, fihns can present skills, action, background injcp^^ 
ai^ facts. In addition, when used by a skilled teacher, fliey gm help 
biiild attitudes, stunulate emotions, 'motivate discussion, and protoote 
critical th^iBng. ^ 

. It is best if the teacher can pre^ew a fihn before showing it to the ' . 

pupils. Sometimes, because of tight sWppingschedtiles^ th^ teach 
not be able to do so. Study of the excellent teachers* ^^e? ttiat accom- 
pany many films will substitute in part for the actual ipre\dew, but the 
teacher is never on safe' ground unless the fihn has been previewed. 
Sometimes it.^night Be well to omit the use of a if the' teacher has ' 
not receive4 it m tune for a preview. Some filn^^Mtam materials that * 
the pupils, and possftly the communi^, are npl pjrepared to view. 

Qdss preparation is necessary belore the film showing to help 
pupils know what to lool^ for in the fihn. Otherwise, their puipose in ^ ^ 
viewing may not be in harmony with the outcomes the teacher hopes to 
achieve. This is another reason that it is so importmt for the teacher 
to preview each fihn. It is recommended, too, that discussion imme- 
diately foUow the showing. This may weU lead to h, variety of oflier 
.foHow-up activities. A greater part f>f thi learmng activity foUows the ^ 
. film showing. ^ 

Step Ay step, the generally recommended approach would be: / . 

1. Establish the reason for showtogflxe flick. 

2. Show the fihn. 

3. Discuss the fihn as a fulfillment of purposes, and^ as a stimulus 
for other learning activities. 

4. Reshow the fihn when necessary to clarify items that may have ^ 
been missed or only partially comprehended through the initial 

^viewmg. ' • 

One modification of this p1x)ce4ure consists of stopping the film at 
a predetermined pomt and immediately involving the class in discussion 
of a problem, question, or situation that has been presented by the fihn. 
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Following adequate discussion, the rest of the film is shcfwn. Some film^ 
are specially desfgned for tliis purpose. Another modification is that of 
individual or small group use of films by pupils. As pupils mature and 
become experienced in the use of films, under the teacher's guidance, 
they can gonduct^reviews, screen films to determine if they should be 
used, develop introductory activities, and plan follow-up procedures. 

The loop film, which is approximately 5-to-25 feet of motion 
'picture film, is particularly helpful in teaching difficult skills, and may 
be utilized with areas of content in which the practice of a given skill 
is desired while viewing jthe film. A simple attachment facilitates adapta- 
tion to any projector so that a sequence action may be repeated. ^This 
technique is particularly useful in teaching first aid and specifically in 
deriionstrating methods of artificial ventilafion. ^ 

The physical setting ^and conditions under :which a motion picture 
is viewed determine to a great extent the value of this teaching medium. 
The regular classroom is* a preferred location. It is best if all equipnient 
is s^et up and ready before the class period begins. Careful attention to 

• the.seating arrangements, the ventilatio^, black-out facilities, the angle 
of the screen, and proper* ^ound adjustment is required, along yvith 
advance assurance that the "projector mechanism is in good workings 

order, ^ , 

One of the criteria* for the selection of any'teachinjg aid is that it 
meete the needs and interests of the particular group with which it is 
being used. Films prepared for a general audience may not be as effec- 
tive as those prepared for an audience and a setting of defined charac- 
teristics. The magnetic sound projector makes it possible to add a sound 
track to a locally produced film, to record the commentary, and then to 

* play it back. " ^ i ^ - 

Speaking of needs (and we were), the- teacher needs to know the 
types of films available in the health field. Possible helpful categories 
can be . ^ \l 

• Factual or documentary films, with a narrator or some expert, 
where die purpose is to give facts in a pon-drarpatic setting 

• Story films, where people with names and problems interact with 
each other, and thfcre is some attempt to generate some identifica- 
tion with and -feeling for the subject 

• • Animated film, se^Jous or humorous, where the picture presentation 
^ is other than starl^y realistic, perhaps some combination of cartoon 
and color abstractions. Qne reil' advantage of such films is that 
they do not appdtr to^e out of date as quickly as those with real 
autos, hair, and^c^othing styles, etc. 

• Trigger or provdcati<^e films, designed to create a situation ia a few 
minutes and then leave the viewers with a decision — "What would 
you do?" or #ell, can-you . . . ?" 
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^ Many teachers will find of practical value a film evaluation file, 
which thfey can keep for future planning and ready reference. The mfor- 
mation for each film might be placed on a 3" by 5" card, and indude a 
, brief summary of the essential points of thejEilm. 

Thei^ are over 3,000 educational .fihn liBraries m the United States. 
Hqwever,- the alert teacher acquaints her/ himself first with geograplii- 
cally close sources of health films, such as the lo(|al and nearby school / 
systems, the state department of education, the local and state health 
departments, the public library, nearby colleges and uniyersities, and th% 
voluntary health agencies. By studying a variety of film listings, the ^ 
teacher will find that many films are avaDable at no cost or on loan 
with only the charge of a<^>jretum shipping fee. Films obtained from 
commercial libraries, on the other hand, charge varying rental f^es. 
Since films from local and state sources will usually be in great demand, ° 
it is wise to make arrangements well in advance of the showiifg date. 

PROJECTED STILL PICTURES. The filmstrip provides a 35mm film 
of transparent still pictures or drawings in sequence that may range from 
10 to 100 frames on a subject. It is a carefully prepared sequence of 
tQkching material. Filmstrips are available , in the silent version and are 
accompanied by brief explanatory captions or by a script that the teacher 
can read as each frame is projected on the screen. The sound filmstrip is 
developed with appropriate commditary and sound effects recorded on . ' 
a disc or. tapd A separate fihjistrip projector and a dual-speed record V 
player set at the proper ^peed will meet the requirements for this type of 
♦ projection. A special compact projector is available that mcludes both 
the projector and record player in one unit. This piece of equipment / 
may aJso^providc for automatic advancing of each |rame to correspond 
with the sound. , - ' ' , ^ . * 

The filmstrip has some advantages iq that it is compact, relatively 
ine}i!Mnsi>^, can be shown in a semidarkened room, and can be pro- 
duced locally or within the school to meet a specific need. K the sOent 
version of a filmstrip is used, the teadher is allowed more fl^ibility since . 
she can easily adapt the material to the pupDs in her class. JFurthcr, 
with very littie cost, ^ school or school system can buDd up its own 
> filmstrip library! ' 

Transparent slides of the 2" by 2", or miniature size, and glass or 
cellophane slides of the standard 3V4" by 4" size are other examples 
r of projected still pictures. The slid^ has characteristics similar to the 
filmstrip, but provides an added advantage in that th^*" material projected ^ 
can, but lieed not, be shown in sequence. Thus, it is possible to select 
one or two slides to add emphasis or clarity to a particular point in a [ 
lesson. Slides can be purchased commercially, or they can be slAool- 
made easily and wtth little cost.. " . 

ERIC ; ' . ■ ^ . . ^ 
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When a teacher has single copies of material or flat bbjects and 
wishes to show them ta a class, she/he will find opaque projection^ use- 
ful technique. There is an unlimited variety of opaque material that can 
be used with this medium of projection. Refinements in the opaque 
projector have eliminated to a great extent some of its disadvantages^ in 
regard to inteij^sity of the light, the cooling system of the apparatus,! aMd 
the bulk of the projector. Expeririientation with the opaque projector 
will reveal some ingenious uses for this type of teaching aid." . . 

^One of the most versatile and useful pieces of hardware for the 
health education class is the overhead projector. ^Without darkening the 
room, .the teacher can remain face to face with" the class and project 
prepared transparencies — factual, situational, provocative, or absttfifct — ^ 
printed instructions . . . anything that could be written on the chalk- 
board, but that can be prepared ahead of time. Students can have a 
learning 'experience by preparing their "own transparencies. A special 
pen or grease pencil may be used to write or mark on transparencies . « . 
and all are^asily erasable. ^ . 

; Before selecting any of the techniques* of sMl projection described 
here, the teacher will need to determine whether or not motibn ig essen- 
tial to the learning situation. The degree of flexibility that characterizes 
most still projections .can be a dStinct advantage in^adapting material to 
the requirements of tfie group with which it is to be used. ' -^ 

GRAPmp MATERIALS/ Thefe is an abundance of graphic materials 
from which the teacher can select posters, charts, graphs, fnaps, dia- 
grams, pictures, comic strips, and cartoons to make her/his teachmg 
more effective. Perhaps the greatest problems confronting the teachei^in 
the use of these materials ate filing and cataloguing them so that they will 
be readily accessible, and evaluating them to a^ertain their scientific 
accuracy and educational soundness. 

These media of communication are relatively simple and have 
optimal usefulness when the focus is on one fact, concept or theme. 
Because of the ♦degree of abstraction involved, their meaning to the 
pupils will often be m proportion to the background of experience and 
information to which they ► can relate what they see m these pictorial 
presentations. 

Resides providing information, such graphic materials as. cartoons 
and posters can be powerful, forces in attitude formation. The choice 
of a specific type of graphic material depend^ on the goal that the 
instructor expects to achieve. The intent may be to motivate pupils to 
action, to aroiise mterest or curiosity, to stimulate thinking, to provide 
factual or ^comparative data, to influence pupil opinion, or to add 
. humaneness to a- problem situation. It is -not enough merely to display 
these materials and leave to chance whatever learning might take place. 
It is the teacher's responsibility to make certain that the material can be^ 
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relsjted to something concrete in the learner's experience/ If this con- 
dition exists, the impact on the observer can be. instantaneous and lasting. 

There ate certain limitations t6 graphic materials just as there are 
to all teaching materials. Again, the teacher's competence in selecting 
and<:using graphic ifnaterials is the guard against misrepreseptations, 
stereotypes, bias; oversimplification, and vague symbolic t^at may 
confuse rather than clarify. The potential value of these materials is 
* unlimited if the pupils can be involved in their production ^d use. 
They afford an opportunity for pupils with varying degrees of s^ and 
imagmation to express thqir creative t^erits. ' iTie media on which 
graphic materia can be displayed are the tackboard, the chalkboard, 
the feltboard and the Magnetic board. T 

Modern and well-planned classrooms reflect consideration for ade- 
quate tackboard and" chalkboard space. .These teaching deyic^, tod 
their refinements, th^ feltboard and the ma^etic board, oAr the 
teacher countless positive oppoftunities to mount pictures arid sjmbols 
to assail the learner's senses, . r 

' Today's teacher strives 'for well-organized and functional displays 
of graphic material. The principles outlined previously for the use of 
projected audio-visual materials alsp aippl/ in the display of graphic 
materials. ' j 

TEXTOQQKS, Textbooks in health education have changed markedly 
over the years. Firom an eariy content of-facts and details about the 
human body, adroitly summarized, but with little functional explanation, 
the content now typically iijehides much more usable and realistic 
information. In contrast to the formerly limited scope of pbysiotpgy 
and hygiene, many o^the best books now range far into^the behavioif^d, 
social, physical and ecological sciences to aid the reader in^ finding 
solutions to her/his own health problems, ^ 

Educators generally igree that with the remarkably rapid growth 
of knowledge, a body o^ scientififi healUi information is essential as tl^e 
core of any health textbook. At fhe same time, they also 'agree that the 
mere statement of authoritative health facts on the printed page is more 
assurance that the infgrmation will be translated into desirable attitudes 
and health behavior. Textbooks ^eed ^to be more than encyclopedias. . 
For effective learning, the health information is accompanied by prob- 
lem-solving experiences in which the knowledge is brought to bear on 
real life situations. \, , ' 

The teacher plans and prepares to teach with a textbook just as 
she/he does with any other instructiolnal tooI> Authors and publishers 
give attention to tii^ format and other technical features of the Itextbobk 
to make it attractive and to capture piipil mterest. When used photo- 
graphs and other illustratidhs are carefully seliected according to the 
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maturity level and tl^ life context of boys and girls for whom the boot 
is written. 

Teachers' manlials or guides provide a wealth of helpful suggestions 
that the teacher can modify and adapf to her/his classes and pupils/ 
Neither of tljese are substitutes for good teaching. Pupil workbooks 
need to be^sed with caution, lest they become a form 'of busy work 
or rote copying from the textbooks. Some ciirirent high school work- 
books contain health education activities that demand reflective tho^f 
by pupils. Wise selection of workbooks is based on their potential 
motivation^ "power, o ^. 

In spite of the development and improvement of other instructional 
materials, the increase in the scope and amount of what is to be learned 
makes the textbook even more signific^nfly a basic tool in health cduca- 
^tion. The acknowledged role of book^ in bur society is reflected, too, 
in the vast selection of paperback volumes that are available to virtually 
every Md of knowledge, including healtii science. The economical 
feature of these paperback books makes\it possible fo enrich the health 
course immeasurably, and encourages th^ pupil to do extensive reading 
on his/her own and to build a library on\ related topics. 

Those responsible for the selection df textbooks and other printed 
'materials are urged to study them carefully for scientific accuracy. 
Because of the rapid advancements in medical research and allied fields, 
health education materials need periodic reeValuation with an eye toward 
^elimination and replacement of obsolete it^ms,*and selection of those 
supplementary materials that^ provide comple^teness and exactness. Rep- 
resentatives from oiBacial, professional and voluntary health organizations 
can bje helpfuHo teachers in the task ofcjudgjing health education mate- 
rials for their adhen^ce to currently accept^ei^ facts. 

SOURCES OF ASSISTANCE, INFORMAllioN AND MATERIALS. 

The health teacher is expected to help her/his\students understand how 
the latest discoveries in the medical and health ^sciences relate to their 
behaviors. This requires much more than merely imparting knowledge. 
^The teacher's task is to create an opportunity fbr a full range of learn- 
ing, attitudes, and feelings,^ as* well as information. Health teaching 
neCQjssarily draws pn many sciences for the best W^nnation dn how to 
live, and on the broad field of education- for ski^s to make this^ infor- 
mation meaningful. Thus, the teacher has to loolc to otiiers ior special- 
ized knowledge and* enrichment materials that will strengthen her/his 
teaching. She/he looks first within the school, next within the commu- 
nity, and then outside the community.^ 

RESOURCES WITHIN THE SCHOOL. Many schools have devel- 
• oped teachers' guides that include classified listings of the audio-visual 
materials, resource persons and agencies, textbopks, pamphlets, and 

^ ' ' * • : ' 
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other health education resources that are readily available. The teacher 
needs to know what materials and equipment,' such as projectors, charts 
and models, are in her/his buildmg and what may be secured through 
the central oflSce. 

Many school systems provide health education materials through 
the sphool or public Ubrary. Periodiqals, pamphlets, films, sUdes and 
recordings, as well as books, are providetd. Many libraries carry current 
catalogues of audio-visual suppliers and Ustings of films, ppstfers and 
pamphjets that are available locally. The teacher can locate further 
leads m the card catalogues; indexes such as the Educatiori Index, 
Reader^uide to Periodical Literature, Educational Film Gui^, Cata- -' 
logue (ifPree Teaching Aids, Selected United States Government Publi- 
cations, and oth^r sources for locating up-to-date information and 
audio-visual materials. The school librarian is a helpful resource person 
for teachers who are seeking aids to better teaching. 

SCHOOL STAFF MISOURCES. Some school systems haVf a director 
of curriculum oi^ a coordinator, of audio-visual materials who heads a 
centralized service apart from tlje library. Some county schoil offices 
also include an audio-visual' department.^ One function of th/du"ector 
or coordinator of these departments is to assist teachers in] securing 
^ curriculum materials for classroom use. 

A specialist, m health education may be employed. ShJ/he may 
teach some health classes and devdte part of her/his ti^e to the 
promotion of a complete school health program. Her/Jiis titljs may be " 
health consultant, coordinator, supervisor, or director of healm educa- 
tion. Each elementary school and High school may have 'k teacher 
appointed to serve as coordinatoj^f health education. The hklpfulness 
of these people in providing soupH^materials and informatioi depends 
on their qudifications, interest, Vii^and ^sighed responsibilities. 

There may^be a variety of specialists working on tte school 
health team who can be called onftrom tune to time to helA^ teachers 
with special problems. The school medical adviser, the nurse ^ho serves 
the school, the dentist, dental hygienist, nutritionist, and speech and 
hearing therapist expict to, serve as resource persons. The telcher may t 

^ ask these people to help"hcr/hhn find materials and keeJ her/hun 
informed about the nc^wer knowledge of their health specialties. There 

. may>be tunes whtjn it is desirable to have. these specialists! serve as 
resource visitors to the classroom. 

RESOURCES WmnN THE COMMUNITY. Within the ccjmmunity, 
the teacher will find official anjl non-official health agenciei ^uch as 
city or county health departments, voluntary health ass6ciations, and 
professional organizations, such as tHe local medical and dental societies. 
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The local health department, if a fully qualified unit organized at 
the county or city level, is a most helpful source of information .and 
materials. Tl^e, modern health department recognizes education as a 
means for preventing and ameliorating today's community health prob- 
lem4 and it is usually st^ed to carry on a public health education 
program. Many health (departments empk)y health educators who ^sist 
in the schooh^when they are mvite'd to do so. In some mstances, a 
health educator is employed jomtly by the departments of education 
andjiealth with the school health eflucation program as her/his major 
^sponsibility: ' . ' ^ ^ 

Ideally, the fqjl-time local health department has at^east a medical 
health ofiBcer, a sanitary ofiBper, a laboratory technidan, a clerk, and 
a puWic Jiealth nurse on its professional^ staff. Larger units may have 
health educators, puil&c health dentists, dental hygi^^, nytritionists, 
and dther speciSJists. The derk can usually direct the teacher to proper 
^ personnel for the lielp she/he needs. The health dep^artment sometimes , 
provides thoaschool witt-health serj^ces. Where this is ^(^e, public 
hSaia nurses make periodic visits to the schooljp At this^time they are 
usually tviUing to dispuss with the teacher health instruction materials 
as well as the^heaith problems of cerfain children. The teacher cannot 
afford to overTbdk other branches of local government, such as the police 
and fire departments and enmonmental protection^encies, as sotfrees > 
' for materialsijand consultants* in certam aspects ^ health and safety 
educationr - , • 

^ Voluntary h^'^fh a^ncies provide education and service as part o^ 
their progr^s. Th$ better known agencies are well-organized at either^ 
'the' fcity .oi county level. Voluntary health agencies have b?en active 
in the devdppmeBl.qf public* health programs in this country since the 
.early"part.oMie present pentury, Each is concerned wi& special health 
problems. Xhey ^e. moijgy for research and experimental programs, 
and' support the actfvkie$ .of official health agencies. ^^^^ objective 
' of these orgaij&ations i^^the education of the community £mout specific 
health needs. The teadier usually will fin44gcial chapters of^th^ volun* 
taryJiealfli agetiCie^;^'&enied with cancer, lung' problems^ h^art dis- 
eases, prevention of blindness, hearing conservation, and other .specifip 
health problems. Often they can furnish her/him with ^hns; filriistrips, 
teathing guides, and up-to-date, printecl information concerned wi^ 
their special airea^. Thesfc matfinkls usually have been developed^fcy the^. 
state or riationai.offices a^lSie' agericies/but can be secured mpre qmpkly, - 
free, or at loWer cost through tl^e lopal units. ' - " . . | 

Voluntary agencies have served the schdbls -well by fumishingr 
teaching aids, helping in the preparation ofc teachers' guides, assisting 
with short-term pr^ects, promotmg the m-service education of teachers,* 
providmg speakers and consultatnfs for i)upSs and teachers, and particir 
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patrng on school health, committees. Considerable a^ention has been * 

given to the ways through which yoluntary agencies may work coopera- 
' tively in the school health program. 

Local medical, dental and othef pi^bf essional societies are interested 
in school health education and sefrvices, and in recent years many of 
them have formed sjchool health committees to help schools improve 
their programs. Most the matei^afs available through the local j)ro- 
fessional organizations have bden developed at the state and national 
levels. Resource people from- these organizations can assist' in special ^ 
areas of health instruction such as home nuping, quackery, dru§ and 
sex education. "Kepresentativfes from- these groups can also be helpful 
In the scientific evaluation of health education materials, and as mem- 
bers of the school heallh council. ^ \ • ^ 

In recent years, schools, colleges ^d ^communities have formed 
health councils to mobilize th^ir health* resources h*ways»tBat mil best 
' serve the school *and community. Sucb-counqils provide opportunities - 
for lay and professional people to exch^ge ideas and information^' 
Throi^ studiis^ and surv^s, health council can 'determine the most 
important health needs jof a school or community. The chairman of a ' 
health council aan adyis^ the teacher wfiere to get help on certain ' 
problems.^ ... ^ < 

^RESOURCES ^UTSIDE THE COMMUNITY. When the healft 
teacher seeks health educgtion assistance, information and materials 
outside the schoqj system and^local commuiiity, she/he finSs a» large 
llgmber of sources that lead to a core of authentic and reliable enrich- 
ment materials. / ^ : ' ^ * ^ . . • 

Mbsf state dep^tmefts of 'eaucation have consultants in school 
healtfir-aijese f)edpleiare employed to h6% scThiool systems^prove their 
health^ducation programs. Also, most states have mlnlm ^iT^ standiirds 
and:- legal requirements for health and safety instruction in schopl^^ 
Us^y the state department of education provides guides for el^en- 
taryWd secondary healttr^eachmg, as well^as pamphlets^ ^s, 'and 
other teaching nj^teriials on health topics. The growin&.trehd through ^ 
comprehensive j5|^th ^education legislation often provides'^more guides . 
and state framework for teacher use. 

State health deparfments often have specialists in maternal and 
child h^th, disease control, dental health, sanitation,^nutrition, mental 
health an^d haalth educaXjoo. Fihns, bulletins, jamphlete and other 
materials^e available forsc^ool use. The state health 'departments 
may prefer that school personnel chan^^l requests for materials or 
consultant services through the school superintendent and the local 
health department or distript oflSce. Both state and local health depart- 
ments can be helpfut'in securing te^chmg ipaterials from national 
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Services for schools, from statp departments of health and education 
hav5 been improved in recent years by loiiat. planning between the two 

* departments. Such plaiining permits the ^jnployment of specialists to 
^erve both departments, provides c<y6rdinated services, eliminates dupli- 
cation of materials, and avoids confusio^ by following ^common policies 

^ for school health programs. Some states have planning committees or 
councils that not only include representatives from the state departments 
of health and education,' but also from voluntary health agencies, .pjco- 
] fessiopal societies, and teacher preparation institutions. \ ^ ' 

The lJ.S. Department of JHealth,- Education and Welfare 'at tihic^ 
national level has been' in a state of periodic reorganization sinc9 the 
late 1960's. It has several important services' for scljools. Since it has, 
never been clear whether hesjth education should be considered under 
health or under education (and thise two' are separated in the Depart-' 
ment), neither has taken this on as a, major responsibility. Whatever is 
^ttcn about H£.W. at this tim^robably would noTiie accjiratc or 
complete ciWhen yoti read this. So, check and see what present condi- • 
> . tions are. ' . / , 

The National Education Association is a professional' organization 
of educators. It works witb other groups to improve education through 
better schools and advancement ^of ftic professional, economic, social 
and civic status of teachers. Through its aflfiliated state associatiofis, 
the NiE.A. represents the concerns of millions of teachers. It publishes 
Today's Education and hundreds of other journal^, bulTptins, books and . 
pamplilets dcVoted^to the interests of te^chfers and thb^ promotion of 
better education at all levels. One of N.E.A.'s .affliates, the Amcripan 
Alliance for Health, Physical EducatTon and Recreation, publishes 
^ '* Health Education, a periodical focused entirely on schooLhcalth cduca- y 

* tioix, and numerous Other bulletins, pamphlets and books in school 
health.education'and related fields. ' - • 

• ^ The,* Joint Committee on JHealth Problems in Education of . the 
National, Education Association and the America Medical Association 
is a committee ot representatives from both the medical ^nd education , 
professions that has functioned since 1911. In 'addition to its publica- 
' tion. Healthy Education, tiic Committee has published ^wo other books, 
/ , . School Heakfi Services and Healthful School Environment. The* sex 
education series (four booklets), jind "Health ^ Appraisal of School 
CMldlten" are among the many publications of^this Committee. These 
^ publicatioins^an.be secured from the American Medical Association or ' 
th0 National Education AsspciaBoq. ^ " 

The Anrcj^n Medical Association and its st^te, territorial, county 
and city medical societies have a deep interest in school, college ajid i 
*^ public hc^th education. The Association publishes the Journal oj the ' 
O ' American Medical Association, Prism,^AMA New^, speciality journals 
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for Its. members. Today's Health, wfdch interprets medical opinion on 
health problems to lay people, HecOth Education Service for Schools and 
Colleges, a monthl:^^ fotir pager of abstraoted articles on youth in health , 
. and non-health, and Mare Life for Ypur Years, a montWy newsletter' 
Today's Health ^nd Health Education Service, kr^ valuable resources 
' for teaicKers at all levds "and for health classes at the secondary^ andf"^ 
•^llege leyel^v The AMA las a JDepartment of Health Education staffed 
by health edpcators, physicians and 'other personnel to promote school 
^ tod public health. ,Tbrd\i^ this ^nd other departments, and. in conjunc- 
"^tion with pther organizations, the Association has developed valu'lble 
resource materials. ^ \ \ 

Among the bjg^l avemics to reliable, current information and'^new 
matdrials are the Ameridan Alliance foF^Healtb, Physical Education and 
'Recreation; The American School Health Associatfon; and' the School 
^ "Health Scption of Uie American public IJealth .Asstjciatioa These 
professional organizations are concerned primarily with school Ifealth. 
TIjey publish journals thgit, besides having articles on vajfious aspects of 
h^sdth education, carry bpok reviews, nciV/s froni thS -field, Rotated 
bibliographies an{i notices of new teaching materials. These groups have ' 
'^annual meeting at which nrepibers gather to discuss* new knowledge in 
health science ^^d health education. They hav|^«aflaiiated statei and^ 
itf €ome instances, district or regional organisations that also meet 
periodically. ..^ r ✓ - ' 

- • School healtji j^oBleps are ofjhterest to many of the' numerous ' 
sections of the American Public iJealth Association, but since its orga- 
nization in 1942, the School Hc^th Section has attempted^ to bring 
together those vvitb particular interest in ^^feoqrhealth education. The 
Section functions throudiput the yearby means of committees that are 
appointed to study an^reporf on certain heal^.problems. Committee 
reports, many of which have direct implications for, health te^hing^ are 
publi§hea in the. American Journal of Public Health and/or The Nation's 
H^ealth, the Association's monthly newspaper.' 

' The Amerfc'an Scliool Health Association has a incmbcrship that 
includes physicians, dentists', dental hygienists,« school nur^^qs, optome- 
trists, nutritionists, podiatrists, health educators, and schoo^aaministra- 
tors. The Association has many study committees that ^Trepare recom- 
mendations and reports on all phases of school health. Thfe Comi^iittee' . 
reports and a variety of health education articled are published in the 
Jourrtahof School Health. * Y ^ - • ' 

• Since 1931, the American Academy of Pediatrics hlas had a'Com- 
Jjmittee on §chool Health that gives spefciaf attention to schocg he^alth 
services. Reportg of^e^Committee are ^nted \n Pediatrics, a monthly, 
publicatfon of the Aclademy. This has encouraged thfe - active partici- 
•*"^" lof pediatricians in, school health services,' and has gfyen schSols 
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the^enefit of their thinking on health education problems. Reprints of 
' the Committee's reports are available on request. The Acadeniy has a 
variety of pubIicationsT)n school health. *' • 5 

The American Dental Association has a strong interest in health 
. education of , the puWic. Its Bureau of Dental Hedlth Education has 
dev^oped excellent resource materials for, schools and off^ consulta- 
tion services. A listing of its literature, special publications, and audio- 
visual materials is available Upon re(Juest. 

^ The voluntary health agencies at the state and national levels are 
interested in health education. At state and national ][evels, the programs 
of these associations at^ similar in organizafion and methods of educa* 
tion, while local level' programs are varied to meet cocomunity needs. 
-These associations develop and distribute excellent pamphlets, teachmg 
guides,' plaj^, charts, and posters for school use. As previously indi- 
>/^ted, teachers can save time and sometimes money by souring these 
materials through the local units.. - ^ 

Commercial o|ganiz^ons have developed some most .worthwhile 
and attractive health education matenals. Many life insurance com- 
panies and industry-sponsored associations produce extensive amounts 
of enrichment materials that are accurate and free of objectionable 
advertising. Many private companies supply materials of excellent^ 
quality at no cost and with no more advertising than an identifyinfg 
label. On the other hand, some manufacturets and distributing compa- 
nies mislead the public ia order to sell their piroducts. Their educational 
materials are not suitable for classroom use. - 

The followirig criteria are helpful in evaluating the health instruc- 
tional materials prepared by commercial organizations: 

1. The material should bear a cleat, but modest, label identifying* 
its source. 

2. It shoijld be free from advertising. 

3. It should be scientifically a^fcurate. 

4. It should be consistent with modem educational methodology. 

5. It should- not promote products, services, or concepts that are 
conti^ to accepted good health t)rinciples and practices. 

Consultants from the local health department, voluntary health 
agencies and the county medical society can be helpful to individual 
teachers and to teacher committees in applying these criteria. 

In the international realm, the International Union fdr Health Edu- 
cation still survives and publishes the International Journal of> Health 
Education in tiiree languages and holds regular world conferences. 

RESOURCE FILE OF TEACHING MATERIALS. If tiie health 
teacher is going to make full use of the tremendous amount of available 
reference and teaching materials, it becomes necessary for her/him to 
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develop a simple, flexible resource ffle. As the teacher reads articles, 
pamphlets and books that are valuable to her/him, she/he makes 
notations of certain information on filing cards, Thp use of separate 
/cards pemfits alphabefical arrangement by topics. JEach card carries a 
► brief resume of the contents, merit, and use of a riven item. Fop books 
and pamphlets the essentials include: author's name, , complete title, 
place ^f publication, name of publisher, date of publication, and cost. 
For periodicals tliey include: author's name, title of ^cle, name of 
joimial, number of volumey date of publication, and numbers of the 
pa^s on which the article appears. 

A card file for films and other audio-visual materials can be devel- 
oped. Here, each card contains how, where and the time needed to 
secure the material, as well as its cost. Other useful informafion to note 
• dei^ds on the nature of the material. Through annotation of lesson 
^lans, the teacher can note how any one item 'is used and how it might 
be used agam. It is unportant to replace notations on out-of-date 
materials, especiaUy pamphlets and films, with current ones on more 
recent items. , ^ ;^ 

The health jteacher cannot keep all of the materials that come to 
her/his attention, ^owever, she/he can develop the ability to scan and 
recognizd what is useful, accordmg to the guideUnes presented in this 
and -other chapters. A resource file is basic for good |)lanning and 
eflSdent use of teaching materials. 4 

SUMMARY BY A ROUND TABLE pF EDUCATORS: «I us6 fihns 
and fihnstrips regularly in my teaching of tenth graders, and always as 
a planned part of a unit. By the end of a term, my students recognize 
the different styles and purposes of fihns and are not only more informed 
on health issues but are more aware of how these audio-visuals help us 
learn."* • ' 

"Third^and fourth graders need to see things to really learn. In my 
health teachmg, I do some demonstrations, have exhibits and bulletm 
board displays all through the year, and take my ^lass to the health 
museum once each term." > ^ 

"The overhead projector and visual transparencies fconstitute my 
favorite aUdio-Wsual method. Rather Aan use a wide variety, I am trying- 
to develop mady ways of usmg this aid m helpmg my ninth graders 
learn.*: " . 

"Through the dental societjr we got m touch .with a dental hygien^t 
who is particularly interested m helpmg yotmg children becpm^^Zre 
aware of ho.w they can take care of their teetk She has talked tofour 
kindergarten and lirst-grade classes, she has a- wonderful appioac^ 
children, and we see her as a tremendous learning resource." \ 
, ^ '"My classes of twelfth graders check the television guide at thi 
be^pning of each week and decide which programs, documentary or 
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dramatic .or whatever, potentially apply to health; Then they try to 
make sure some students, at least, watch each program selected. Some 

^ Fridays we take time to discuss and analyze some of the programs. 
We don't build the course around them, but they're, a pretty regular 
supplementary resource . . . and this p^ctice tends to make my students 
more aware of the health im^cationS in televis^n, programs." 

"dnc*^ my eig&th-grade h^th teachers uses a .film every Friday 
... a full period fihn with little or no discussion. 'The ^ms are usually 
good, but they i^ay not relate to what was studied during the week- 
The teacher is tenured, and tfis practice, in effect, gives him Fridays off.'' 
=• "We had a guest speaker recommended by one 'of 6ur community 
agencies, and he v/3S^awful! He was^not only a waste of time, but was 
a detriment to what I v/as trying to get across." • 

^ "As the coordinator for teachmg-leaming resource materials in this 
district, I would saf some teachers misuse some of the resource mate- 
rials, but the majority of teachers try to improve the learning in their 
classes. My problem is^how to decide how to use my time and that of 
my staff to keep materials current, moving and evaluated ^nd how 
to spend the funds we have to accomplish the most learning." 

- f 
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SfWIuit / 

IVc Accoiii|ilislii;il? 
itaictiiiics TaMicii £Kiifna#joff) 

S^ME iiJ^OWLEDGE is IKORE IMpWtA^ THAN SOME 

OTHtSt. I was talking to a man tl^ othjp€ay who jifet had completed 
a lOO-hour course in emergency medic^eatment a| a special qualifi- 
cation for being a volunteer fireman. oW^=a-da^it4330-told me. 
fliat he was the oi^erson to pass the final exq^and therefore th^ 
course. Though everyone passed the academic ^r&on of the exam, 
all but Tom goofed on the practical-sitoational emergency. He was the 
only one who thought to check for a "possible broken neck, and there- 
I fore, in the instructor's judgment, his classmates, though ministering 
well otherwise, potentially killed their accident igictims. ^ 

Jn an examination this past spring, I asked students to compare 
f and contrast s^lf-aGtu^tij>ii (as a Western cultural mental health 
concept) and self-realizatioq (as an. equally important Eastern cultural 
mental health concept) as they >^ould be manifested m two personalities, ^ 
^ Al^ner and Punya-j^Aboiit half of the^ students wrote excellent to ade^ 
qfeate comparisons C'.>^accordmg to my judgment. 

Consider ihese as two iilusttations of one importa^t principle of 
^ evalq^tion in health education : there is a range in the critical nature 
^ of health learnings . . . from lif^ or death matters to very esoteric, 
general knowledge leanluigs, but such distinctions may not be clear i& * 
the learners. That is, the instructor's action m^the first exaipple is not 
a common one. Rather, the typical health exam is a mixture of critical 
and picayune matters, but all ivith the same number of pomts ... and ' 
^ the same passing grade can result from missing many critical pomts or 
missing items of much lesser importance. 

Two situations point up another important principle: 
I wanted students to be able to distinguish betweea narcotics and 
other dangerous dru^ m two different ways (legal and pharmaco- 
logical) and to present one argument for and one argument against 
4 *® legalization of marijuana. Ninety-two percent of my students 
[ were able to do thisisatisfactorily after our study of drugs. 

1 '^^'^ The $tudy of drug use and abuse in my seventh-hour class devel- 
|. oped into consideration of the bigger issue of personal respongi- 

j hi^Xy and social control of irresponsible persons. The students 

ERIC ' 



V 

216 Health Education \ 

di^tft learn much new about dni^, hut nmety-two percent were 
able to identify the philosophical afeumptions behind various 
approaches to controlling abuse. 
1 The principle: there are two genehd purposes for evaluation 
•a. to assess to what extent objectives were achieved 
~ b. to a^se^ what dse haf)pened anh what other things were 
• learned. ' " ' . 

If a teacher objectives, she/he jf^mts to know how well they 
are achieved. In addition, a dynamic class atmosphere miay bring about 
other learmngs— some unportant, some tri^, and some embarrass- 
higly counter to what "should have been." A teacher wants to know 
these"" other consequences of the Jear^g game. 

PROCESS AS WELL AS CONTENT. Sometimes assessment of growth 
and progress is thought of mamly in terms of content . . . ideas, con- 
cepts, facts learned. Recall one major thrust of this volume: healtii 
education is both content and process. Translated to the present con- 
cern, this calls for evaluating not only what students have learned, but 
. also how weft tiiey have learned to learn. - . ' 

Are students able to prepare for and execute a debate? . . . partici- 
pate actively m a symposium? . . . evaluate a fihn? . . . interpret a 
visual transparency (or other picture)? . . . dramatize a decision-making 
situation or mterpret thcf dramatization?/. . ^ distinguish betweeili a 
legitimate and a le^ le^timate authority? . . . Though some ^sessment 
of these ways of functioning may be made, they tend to be observational 
and superficial and rarely a significant contributor^o any glveii grade. 
This tends to communi&ite ta learners that "what'*, is considerably njore 
important than "how;** And is it really? 

. CHANGE BEHAVIOR? One of the unexanuned beliefs of thLhealth 
education field is that tiie central ainl is to change behavior. As noted 
in earlier pages, this assumesT that all pre-health education behavior is 
undeskable and m need of change. It should be obvious that this is.not 
true, and the aun must be ijie more ambiguous one of chan^g some 
behavior and reinforcmg other practices.^ Behavior is influ^enced by 
what 'an mdividual Imows (from all sources) and what his motives, 
attitudes, and predispositiona are. Education purposes to change or 
reinforce selectively m these reahns. However, this raises another ques- 
tion. Should! it be this or should it be tiiat kind of question about 
evaluation? Should evaluatiqn try to determme what a person knows, 
feels, and does that is different frona her/his pre-instruction state of bemg 
OR should it merely assess what a person knows, feels, and can do 

"^without concern for where or how it was leaSned? * If "Yes** is the 
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answer to the^fiist alternative, there must be rather extensive pre-testing, 
reliably related to the final evaluation anS to the modes of mstructioii. 

HowDoTcachei^Ffel About Pre-testiiig? . 

• I always give a pre-test on each unit It tells me what a class 
knows and doesn't know, and gives me a clear direction for the 
Instruction in t^e unit / 

• I periodically give a pre-tesl to chedc my judgments, but geneirally 
I come pretty close to predicting what they know and what/ they 
don't without a formal test 

• I sometimes give a pre-test, but instruction time is^so limited that 
rm incliQiid to Skip it land get on with the teaching-ieaming: 

• A 0Dod^e-t^t for a whole concept has to be so long it gete 
boring, tosteaof pf stimulating behavior, it 6ftm does the opposite. 
And ju$t a short pre(-test doesn't seem worth ^vu3g. 

• I used Jo give prc^test?, but I got very frustrated in deciding what 
10 do with the results. M 70 percent of a class kno^s something 
th^t ^ important or has »a constructive attitude, should I strive 
to raf^e this to 90 or 100 percent ... or should f conc&trate on 

' something less hnportacnt that few students know ... or on some * • 
Icsset attitude? ^ „ 

• I ^pciate pre-testuig with research, and I f eql, rightly or wron^, 
thai teaching an^ ri^search are different bags. For this reason, it 
just doesn't seem right for me to pre-test , ^ • 

And so it goes. Most teachers understand the reasons for pre- 
testing,**ut I suspect (m lieu of any clear research study to ^ve a 
verifiable^answer) that not many consistently giire the pre-measure to 
deteiMne exactly where students are. Whatever the reasons for not 
giving the pre-mstruction evaluation, the fact that it is not given means 
there might not be an accurate measuring of the effects of the classroom 
^leanung; . ^ ^ . . . 



Learning is a f afrly complex, phenomenon mvolving interactions 
among (1) newjdeas to be learned, (2)^ older ideas to be remforced, 
(3) retention and (4) forgettmg. Therefore, it is never terribly clear / 
whether something that is known before health mstruction is forgotten 
In the process of learmng sdmething^else, or whether remfordng the 
learning, particularly through some application, insures its retention for 
a longer period of tune than would Jiave been so without the repeat 

AHA! PREVENTION. Much health education, as it is translated into' 
yougg Sam's and Sally^ behavior (or non-behavior), is supposed to be 
a factor in prevention of some potential problems or diflSculty. Yet, 
prevention is often not eaSily evaluated. If somethmg is prevented, it 
does not happeif . . . right? But would it have happened if the preven- 
tive mea^e— e.g., education— had not occurred? The most general, 
evaluatiofh of drug education pro-ams m the early 1970's is that they 
were ineffective, Sam and Sally were in a health course with a drug 

erIc • . iO / • 



\ 



218 Health Education 

education segment, and a year later neither is a drug user. Was the 
course effective? In a gross way it was.^because drug use was prevented 
• . . . trup? Ah, but would Sam and Sally have been non-users anyway? 
There is no way to know for sure. Probabilities are the best means 
of prognosis available. Characteristics of users and non-users can be 
compared ^nd contrasted, and these probability^ models correlated with ^ 
traits manifested by Sam and Sally. Lets" pretend that th^e various 
judgments can be finally quantified and (that the comparison suggested 
that Sam had a '20 percent chance of oeing a drug user and Sally a 
75 percent chance. That would seem to indicate that the education 
was more effective for Szdly since prevention of use was more unlikely 
in hfer case. What other 'factors were operating? In what ways did 
some things learned reinforce other forces, rather than prevent de novo? 

A DIFFICULT EVALUATION. Such an attempt at evaluation ... to ^ 
determine exactly to what ^^nt some .aspects pf Jhe classroom educa- 
tion experience did prevent Sam and Sally from becoming drug users . . . 
obviously is diflBcult, if not inipossibfe. .If it wer0 finally^d carefully 
ddne for Sally and Sam, .would it be of any value for Jack and Shirley 
and thp other four millioq oV so youngsters in their age group? 

This seems to a put-down of evaluations, and it really is not 
intended toTje. It is intended as a counter to rather siiriplistic cries to 
determine if health education is effective or not. .The answer to such- 
a question is nearly as much 'a function df assumptions and values as 
it is of measurable results. And it probably always will be. 

CLASSROOM AND NON-CLASSROOM BEHAYI^. The examples 
used thus far perhaps point up an important characteristic of that to be 
evaluated in health education. As in several other analyses of the field, 
I would propose these as polar extremes of a continuum rather than 
clearly dichotomous categories: * 

• Evaluation of classroom behavior (such as writing a paper, 
answering test ques^tions, performing in a sociodrama, evaluating 
a film ) * 

• Evaluation-of outside-of-school personal behavior (such as smok- 
ing grass, fasting, driving an autojnobile safely, kissing infected 
friends^ overcoming feelings of social inadequacy. . . .) 

BEHAVIOR NOT GRADED. Much of the behavior to whicTi the con^ 
tent of a healtM course^ translates occurs outside of , the classroom, out 
of the schoolhouse, or after the course has been completed. Little 
direct-evaluation of such is practical. Oh, some behavior, of pourse, is 
observable in the.classroom or around school — things,like food selection, 
carrying a pack of cigarettes, verbal relations^ vwth other students, going^ 
to^leep in class, control of temper, "care of a running nose . . . — ^but 
evaluation is rarely more than observational. T\]^t is, there are jokes 
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and cartfeons on the theme that the unmarried, girl who gets pregnant 
flunks her sex education class. This implies grading on actual behavior* 
Rarely is this truly, considered appropriate as even an influence on the 
grade. Sally and Sam are graded on performance in typing, in musip, 
in aft, in shop, in swimming . . /hut in health they are graded on whaty 
they know and say tfiey would do about healthy performance. Why? 
Because health-related behavior is often very personal/ and in our 
culture social institutions are not to mess, up an individual's personal 
behavioir^unless she/hc-desires such or unless the individual has acted' 
irresponsibly toward others. Considering the above non-health exam-; 
pies, it is generally easier to grade on typing performance than on artistic 
performance, since the latter has many more personal dimensions. 4t is 
easier to grade on actual swmuning speed and endurance than on fomi 
and style, again because of personal preference dimensions. 

Another reason is that much - healthy b^ehavior simply mcreases 
potentials for, rather flian guarantees, better living performances. A 
smokelr stifl may wiii the iDO-yard dash; a person eating beautifully 
balanced mealj still may get the flu; and a lad very discriminating about 
sexual partners still* may contact syphilis, ^o, we know what's healthy, 
^hut otir evaluative criteria are not as firm as we would like them to be. 

CLASSROOM EVALUATION. Meanwhile, back in the classroom . / 
how are learners evaluated? Well, they perform tangible tasks, like 
taking tests, writing papers, arid doing projects, and the te'kcher grades 
these, using criteria that may rai>ge from the very definite and clearTo' 
the very personal and subjective. They self-rejjort certain activities 
(watching ^a television documentary, interviewing a dental hygienist^ 
observing traffic patterns at a particulariy dangerous comer . . .) that 
indioafe interest, motivation and potential learnings. They are observed 
by the teacher in such'settings as a small discussion group, listening to 
.another student's repo^|, interacting with other students before and' 
after class, playing a sociodrama role. . . . « ' 

ENDIVroUALISTIC AND COMPETITIVE. Students can also evaluate 
one another, of course.- Many obviously do . . . and often . in order 
to form their own judgments. Some teachers encourage peer evaluation, 
but relatively few seem to trtist these enough to include them in the 
official evaluation for the course. Some feel students teqd to be too easy 
on one another ... or on friends. Others perceive that they ynay be too 
hard on classmates. Of cpurse, the main orientaticm of American educa- 
tion is individualistic and competitive, and students competing against 
one another are not exactly encouraged to make fair jud^ents on 
fellow learners. Also, some see getting high grades as ngt necessarily 
related to learning, so any way to get a higher grade is worth trying. 
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In contrast to this spirit, some of the first reports on education com^ 
out ofi the People's Rep^lic of China in tti& early 1970'si'2 portrayed 
an overwhelmng emphasis on cooperation. In one report on higher 
education, the point was made that no grades were given. The answer 
to' the question. How, then, would yovi know who w^ the ablest phys- 
icist in a class? is easily apswared by asking? the members of the'' class . . . 
they know best.. Building on this cultural contrast, it occurred to me that 
while cheattQg is generally defined in American ^education as not doing 
your own, individual work,' the (Dhinese definition might well be giving 
an answer that yoii have kept to yourself and not shared with the other 
members of the class. v 



WHAT THEY KNOW ... OR DONT KNOW. All evaluation actiyi- 
. ties have edtipational value, but some arp designed to be real learning 
experiences In themselves. Others tend toward , assessing only what h^s 
been learned. Another interesting range in emphasis is tl?e extent to 
which any constructed test tries tOxfind out what takers of it know in 
cdh^t to what they do'tiot know. Test construction -theory holds that 
a desirable test itepi is one that differentiates between the able and the 
less able; consequently^*^ item that everyone gets right is not a deatable 
, test item. But one of Mr. Fry's main objectives is to have al^sfudents: 
knpw that, at this time, there are two fimdamental ways of preventing 
the contraction of venereal disease — (a) not having sexu^ intercourse 
or other intimate relafibns with an infected person and (b) the pr&per 
male pse of a reputably manufactured condom. Mr. Fry wants to know 
whether everyone does finally, know this. tJe is pleased if every student 
gets it correct. He sees answering the question as a\p6sitive reinforce- 
ment of learning |hat he wants to last as, long as- possible. This would 
be an example of an evaluation that is clearly related to thg learning 
objectives and nieasures^ the extent to which studei^ learn something 
they are supposed to know. ^ ^ 

Mr. Graybo, a colleague of Mr. Fry's, takes an opposite tack. .IBs 
comparable question is, "Name the three venereal diseases other tfian 
syphilis and gonorrhea (and they niust be spelled correctly).'' These 
were not mentioned in class, but ^ere in the textbook. Tlie better 
students know he will ask something like this^ so they have memorized 
'a hoard of little details. The rest of the class Just doesn't bother . . 
each does the best she/he can to gdt a few things correct Relatively few 
get full credit, and about 30 percent get no credit at all on this question. 
It is a good differentiator. But how worthy is the knowledge? 



1 Mirsky, Jonathan, **A Sinologist in China," Saturday Review of the Society, 
55:48 (No. 27), July 1, 1972. 

2 Swetz, Frank J,, "Chinese Education and the Great Cultural Revblution," 
Contemporary Education, 44:159 (No. 3), January 1973. ^ 
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l^miAT PO THEY KNOW? More importantly, the majorit^ of Mr. 

g Cjmybo's students have shown him that they do not |mow the dther^three 
venereal diseases, but he still, does not know what they do know.^ 
T V True-false questions are the worsf examples of this not kno\Jing 
i^fl^^^^^ A test item might be: 

1 ^^.^v amount of alcohol consumed is the only factor in 
( how drunk an individual may be. 

*^e correct answer, but the teacher does not then know what 
cq|e^Gt answerers think other factbrs might be. (Joe knows that time 
spetit. drinkmg is the other major factor; Harold thinks the amount of 
self^4i^cipline and. moral character is the other big orife.) Another item 
mi^jj^: 

#^ F. Behavior modification is a basis for therajpy in mental 
in which the emphasis is on getting the patient tOcbehave 
^Ittpjfi^ normally. ' 

Stud(S|te marking this Jpie would display some acquaintance with thp 
beha^pru^odification theory. What do those who mark it false believe? 

MISC|?NCEFnONS. This leads to another interestmg and important 
obsery^oo about wrong answers — or misconceptions, as they usually 
are cajUlpd in the research literature. Some».misconclptions are crucial 
and steidd ^gorously corrected. If Gordon believes that: 

• -IfM:^ emergency mecfical situation "(accidental injury),, the 
firsfefljing to do 

Gordon ^^ allow someone to die of bleedmg or suffocation while 
doing wfi^^ to^ to be best. If Sheila believes that: * 

. . . ^ period is that six or eight days midway between the 
me^^ti^^ {)eriods 

Sfceila might fiioid herself nourishmg a new, unwanted, embarrassing life 
within her ^pm]^. ^ 

StiU-ofllsr inisco^ invoke a cry of So what! My favorite is 
that some stuij^nts think you should take left-over food out of the 
origmal cans tp^lore it m the refrigerator. If they act on this miscon- 
ception, is tfiiprl^Jikely to be any ilKhealth? Pret^ clearly no. 

GRADING. )B^^e fourth or fifth grade, evaluation seems quite objec- 
rive and exac^. Students perform various kinds of tasks, and teachers 
assign numbers orletters or both so that thes^ can be translated mto a 
grade. For ex$in^le, a ninth-grade teacher might report: 

Johnny gof 67 on the first exam and a 53 on the second; he $ot 
a C+ on his^project^and he accumulated 137 points on daily work 
and class j^aiticipatibn; he scored 125 on the final. He earned a 
for the sl^iester. y * 

Obviously, the^ lumbers, are meaningless unless we know the total 
fioRsihie points. Ti^en it generally is the individual teacher's .judgment 
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as to What some point ^total represents. As in. the above cxatople;* 
Joli^ny'^ teacher gives hirii ^C— ♦ which will become part of his^pCacial.^ 
transcript, and fore^ver after it"^n be verified, by a notarized copy^ that 
Xohnny got a in health; in his ffeshman high school ycar.^ This 
could become p^rt of the basis for deciding whether he is* qualified for ' 
a jab when he is 34 yisars old. It rcaUy is rather silly, but we are gen- ^ 
erally S culture that respects quahtification, and no better system seems 

'^agreeable or workable, so grade ji^signment continues. 

• • • • J, 

WHICH IS BEST? The obvious question from conscientious profes- 
sionals, ishoul^ be. Which form of evaluation is bQS,t . . . most valid? 
The obvious question from busy teachers probably is, Wlych form of 
ev^iiation is' easiest . . i. takesj the least time ... is easiest to -translate 
into^grades? Hospitals and clinics havfe to be run in mJmy respects fof 
the staff in order that busy professional^ jil> not waste tfme and energy 
in d^terminirig what's going on. Schools and classrooms, too, ar-e orga-^^ 
nized to waste a minimum of professional teacher time.- Obviously there 
(fare differences of opinion between some administrators and some mem- 
bers of their staffs on what is tlie best procedure. * 
5|irst, there probabfy is ho keen answer to the request for best. 
The more objective the type of evaluation, tfie more tl^ learner is 
required to indicate knowledge m circumscribed $et ways. Thp more 
the form allows free student expression, the more subjective the evalua- 
tion becomes and the more thinking like the teacher is likely to be^ 
rewarded. -Actually, virtually any question worth its salt has subjective 
elements to it True-false, multiple-choice, niatcjhing, or fili-in questions 
have subjectivity built into the question and the choices offered. The 
correct answer is (tf), and all others are wrong; that; is because the 
question writer has subjectively cut down the possibilities to those given. 
She/he says, in effect, I don't care what else you know about this sub- 
ject, just see if you agree with me onihis point. The essay question, 
on the other hand, shifts the subjectivity to the actual answer written. 
How does the teacher who gave students sorite leeway in how they could 
answer actually judge and compare the various answers . . . with her 
own . . . with others answering the same question . . . with remem- 
brances of how students have answered in past years . . .? She probably 
may not know . . . just Jcnows what is right . . . or-^ood. 

DIFFERENT ABILITIES AND RESPONSES. "Mor? importantly, 
howeven the best qtiesfion has no real answer because the principle 
developed for learning activities applies also to evaluations. Different 
learners respond well to different approaches, and no approach brings 
forth equally satisfying results from all learners. - In my experience at 
the undergraduate college level, the easiest way to get a normal curve 
distribution of grades for a class is, to give one type of evaluation all ihe 
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,way through, with no) credit for any other evidence of learning. ^ Those 

^J^o do well on this t^e of test are reinforced and continue to do well 

t f^en improve), whilp^thpse who do not do WeU are, reinforced in their 
mediocrity and tend to trjj less hard. In contrast, I have found that^the^ 
more^^fferent (really dififerqntV forms of^evaluation J employ, the 

. harder it is to give low grades . , . and, Tntercstingly,; it is also hot as 
easy to diflfere&tiate the superior students, for I have found some ways' 
in whic^^e exc^lent orthodox student cannot perfpnn well. - it this:' 
is true in a college class, whe^e students have come through a fgnnal 

. and informal selectiori prdCe^ apd they all are ^humans x^v^V caa le^m 
by reading' and listening and can perform well on tests, it should be*^ 
even mojp true in a sch6bl classrot;^m.. This Observation 'giyes me the 
uneasy Reeling that our notions about a range in actual learning is, to 
some extei^ a splf-fulfilling prophecy. If gopd teaching or good evafu- 
ation is suf)posed to produce 35 percent C^, then some students' just 

■ Jiave fo 'be the C students. And one yconsistent type of ^ evaluation 
(a seleck answer test requiring abov^ average reading, ability) seems 

. 'to be the ^most eflScient way to produce this standard. ^ t^, * 

, ■ • c 

•MEANS OF EVALUATION. All right, let's review som^ means that 
are or can be used to evaluate learners in health. The^ Examples b^qw 
present some advantages and some disadvantages . . , from .the stand- 

^point^of t&e teacTier and learner. 

V ■ .- .* ' ' • 

TEST QUESTIONS / 

1 ' ^ ' \ ■ ^ 

Where?Leaifners Select Answers ' 

Advantage^ * ^ "^"^ Disadvantage ^ 
Learner:^ You hav6 some dues that Learnen You have to read each 

can help yoiS rjemember. carefiilly because one word may be 

- ' * the difference between right and, . . 

fl . ' - wrong. ' f - ^ r 

Teacher: Easy toacorrect. . Teacher: Good questions of this 

" ty^fe take time to construct. 

Where LeaHiers Provide Anders / ' • 

Advantage Disadvantage 
Learner: You can express- yourself Learner: It -may not be clear just 
mpre freely .,. . you ckn Vork in' -wha^he teacher jw«nl3 ... I can 
the things youJcnow. / write ^hat I'think is a'good answer; 

but the teacher had something' else 
r in mind; ' ' • 

Teacher: ^As a student builds a Teacher: Students^ who^eally don't' 

fairly complex answer, it can know -the answer can wander around 

become evident hojv she/he is tryihg to say something rdev^nt . . 

thinking and what^she/Iie know?^ judgments are often difficult in ^ 

about the subject. giving partial credit for some 



good ideas. 
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WiItienBtipeis Orkepoitt 



Learner: If you ca^i select your . 
own topic; you can really get into . 
and learn sometMng that you're . 
interested in* 



Disadvantage ' 

Learner: Some peoplr just can^ 
^te papers .r- sometimes tiie topic' 

• ^^'t that inter^ting . . . .sometimes 

' there are not resource materials^. . . 
- ftustr'atin^. The grade is the ; . . 

* teacher's subjective judgraeit 



Creative Projecto r / 



AdTOiJi _ 
Learned Theskcah really get ^ou^ 
to think > . and dllow you to ^ 
bxpre5^=some4dc^ in different- 
even •far-out'— ways. . * 



o Teachers A good creative project 
not only can indicate how ia student 
understands and can apply an idea 

or a concept, btitit al^o can 

you, tike grader, some ne^ insights. 



. Disadvantage ^ " ^ Vi> 
Learner: These can take a Jot of 
time\ • . and you're riever sure • 
you'rf re^y oh the rigjit track * • . 
they flso can be pretty Mickey ^ 
Mouse • . . and the grading is veiy 
subjccfive* ^ 
Teacher: So^e students just 

/ cannot express creativelyJ It i^ very 
hard to downgrade i sitiudent for 
expressing an idea in a very 
brdinaryi prosaic way , • . then, 
some students are more creative^ " 
thantheteadicr.anditis „ 
embarrassing not to understand what 
the student meant to coiivey. 



Group Woik 



Teacher:^ A groiJp that works well 
together can presentrflie best , 
combhiation of the knowledge mid 
talents of n^embers . . • ^nd the ^ 
^exfyerience is ia good one for students 
to evaluate one anotherr . It is a 
means of lear|iingthat ^n individual 
may not always be evaluated 
on her/his own work alone. 



Teacher:: In evaluating a group 
project, it is jnever possible to know 
the value of each individual'^ ' 
contribution. An individual may be 
penalized by being in a g^oup that 
just does not function well toge&en 



> ^ On||l Question and Answer 



Advantage^ 

Learner:, Tluiis the main way 
we're going to nave to use whatever 
ideas we .have after thedass is ^ 
over , . . some people^do not write, o 
well, but they can ttunk on flieir 
feet* and answer a question very 
well . . sudi'kinds should get 
'credit for this ability. 



Disadvantage 

Learner: Answering a question 
under pres^urcf In front'o^the whole 
class can be embarrassing . • 
so that you really don't answer at 
your best . . . some people don't " ^ 
speak v^ell &d shouldn't be graded 
on whether^they (M. or nof^ 
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, • Some other m,eans of evaluations with brief anatit^tions . V . 

I^uss and Write. Advantageous to those Who can express themt 
.selves m wnting . . . gives the teacher an opportunity to judge what all 
membets of a class have learned. • ' ; . • 
• " Obskrving Students. Gives some valuable personal insi|tts •. '. . 
these may be.difficultjto translate to a tangible number or letter . [ . not 
always possible t6 note behavior tangibly when it occurs (mu^t remem- 
. ber!) . . . students' behavior may or may not represent their real state 
of learning. ... p < v ' * • ' 

Videotaping., Mows unlimitelplayback for fair evaluation of stu- 
dent performance ... but is ii?3t.not available on a regular basis to Ije ^ 
used as needed in most schools. ^ • " 

Analysis of d Picture. Pictures may be more realistic stimuli than 
' words for many learners . . . more difficult to justify riot giving credit for 
an answer that appears wrong or inappropriate to teacher, but not to 
student. ■ ' ' . - ^ 

^* The reader's imagination afid experience can provide other media 
with appropriate pros atad cons. 

CHEATING-. . . AGAIN. Somewhere earlier in this chapter, We 
puttered around for a bit with the matter of cheating and how it is 
cultundly defined. Let's look a bit more closely at this culture and try. ' 
to see both why cheating occurs and \^hy it does not occur mote often 

^ Also, let's explore why the evaluatoi is responsible for a considerable " 
amount of cheating. As alread^ted, the predominant ethos of the . 
educational system is individudiSc and competitive. Each in'dividual 
receives grades on his/her individual performance as it is compared with 
that of others. There are only so many A's, and a certain number of- 
unsatisfactory grades are expected. In a- class of 230 where there is a 
class ranMng there is a person who is No. 1 and, finaUy,"a person wlja' 
is No. 230. Students are taught that they are not to cheat, which means" 
that they are to submit only their work and judgments. They mijst 

^remember aU kinds of things without outside help (crib sheets, poW- 
answers or abbreviations on the inside of the wrist, etc.) To*be caught 
cheating typicaUy results in losing all credit for work legilStaately done, 
^ti-cheating tends to be supported by the naturaUy successful portion 
of any class, because the advantage gained by the cheater could be to 
their disadvantage. * 



^TEACHER AS CHEATER ENCOURAGER. The teacher as evalua- 
tor enters the picture by (a) giving a type of exam on which it is easy 
to cheat (true-false, multiple choice, shor^answer) and/or (b) asking 
too many questions to which students do not know the answers. "Cheat- 
iing seems less wrong in MissXrow's class . . .'what she asks really isn't 
fair ... has ahnost nothing to do with what we've been studying.^' So, 
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to the extent that teachers ask students to recall burdensome and irrele- 
vant details, there will be students developing illegitimate helps to get . 
^ these just right on the exam. 

TEACHING FOR THE TEST. An unwritten rule of teaching and 
testing is "Don't teach for the test.^ The .basis for this is that students 
are supposed to learn a wide range of things in a, class, and then the 
test is a random sample of these. How Jack does on the test is a good 
indication of how well Jack knows air of the things not asked. In the- 
decade of the 1960*s, however, jye developed^ programmed learning, • 
^behavioral objectives and accountability. These embodied another ethic: 
the teacher and student should know exactly what is to be learned . . . 
learning afctivities should be designed to have this learning take place ... 
evaluation should directly measure how well the intended learning has 
taken place; I have a class now that is based on ten behavioral objec- ^ 
tives, and the students are told^the first day, that these are the basis 
for the final exam. The implications of this are critical because it 
\ directly 'challengeis the dictum of not teaching for the test and suggests 
that learning should not be such a mysterious game. 

Early in 1973, 1 wrote a letter to the chairman of my department 
discussing my philosophy of grading. I said: ' 



You have brought it to my attention that, in the name oLaccount- 
ability, you will be required tp report the range and average of 
grades ^ven by each departmental faculty member to the Dean. 
Presumably, this is relevant to someone's judgment that we do not 
give cnou^ low grades . . . and that this result is somehow rcprc- 
hensible. I certainly do not believe in giving graded carelessly and 
without designed evaluation, and therefore I present a bncf thesis 
on my grading and how it relates to the learning process I attempt 
to direct in my class. 

The College of Education is the professional school concerned with ' 
preparing and improving the competence of teachers and other 
educators for the schools and communities of Illinois atid other 
Americap states. It certainly should be cognizant of and wiUing to 
practice the best "theory generated by the education profession. 
One of the most important themes, presently, is that the central 
task of education ^is to encourage learning — ^with the important 
ridei^ that ( 1 ) the encouragement should extend beyond a partic- 
ular class and (2) should be related to actual learning rather than 
merely to "getting a good grade." 

The philosophy behind a "normal curve" in grading is that about 
half of any class are goifig to exhibit what they have learned in a 
very ordinary or inferior way. Further, if A and B grades arc 
valued more than C, D, and F grades, receiving a lower grade is 
supposed to itiotivate the learner to do better ... the principle of 
punishment to get better performance. Also, there is a very 
individualistic, competitive ethic to this ."traditional" grading 
system — there will be competition for the high grades, only half 
will succeed (so half will not succeed), and almost any helping of 
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* * 

one another is considered cheating. If the university is supposed 
to be, fundamentally, a "sorting" institution, one determining who 
shall not be able to achieve future'goals, then grading on a curve 
and giving many low grades is perfectly proper. 
Another potentially interesting observation: a "normal curve" of 
grades probably is easiest to achieve in a rather cold, "objective" 
classroom atmosphere, one strt)ng with the odor of "there's more 
to learn than any of you can — ^if you learn, okay ... if not, who 
cares." WheiT everything done by studente is translated into 
numbei^ (often fairly arbitrarily, originally) and then these num- 
bers are interpreted as reality, it is much easier to give a C and 
then say, "you were 2 points from a B . . . there's nothing I can 
(or want to) do about it" - 

My philosophy, howcveV, is that this imiversity (or at least my 
classes) should be primarily an institution of learning. I also am 
more convinced that rewards bring forth more learmng — now and 
IP the future, beyond the classroom— th^ do punishments. (And, 
practically speaking for future teachers, since pay scales ^typically 
are related to graduate credits and degrees earned and since the 
attempt to earn these is related to grades previously received, C% 
D's and F's are forms of punishment. As I perceive the various 
professions ?vithin education, I see that au Individual practitioner 
rarely has to display what he knows or can do in the form of 
answers to a test (particularly multiple choice or taie-talse). 
Therefdre, if the ev^iiation of learning takes some ot the many 
forms that are more similar to those learners will have to meet in 
a teaching -life, it tends to be more realistic. 

In my expe^ence, particularly over the last five years, the more 
truly different, but relevant, forms of evaluation that are utilized, 
the more difficult it is for me t<> come up with a normal curve of 
grades. With a wide variety of ways available' and jequired, the 
majority of learners find ways to express what they have learned 
with performance beyond the average and ordinary. The converse, 
I believe, is also true. The simplest way to establish a "ftormal" 
distribution of grades is to give only' one kind ^of evaluation, so 
that those who Succeed are rewarded and those who do not are 
reinforced in their perceptions of themselves as average or below 
average learners. Further, if no releamiiig is allowed, then the 
ones who learn somethmg correctly and completely the first time 
areTewarded, and those who must take a time or so more are not 

If our concern in the public schools is that children and youth 
learn, however many attempts it takes, do we ^increase or decrease 
the possibiUty of new teachers) being sensitive to this 4ieed if all 
they have fexperienced in teacher education is the competitive, 
"strong shall survive" style of evaluation? „ - 

In addition to a variety of ways of being evaluated, students in 
my classes often have chances to releam an idea or a concept and 
express it correctly and with excellence without ^nalty for not » 
having done so the first time. In other classes, particularly summer 
workshops, I use a fohn of contract systenj where students can 
determine if they are willing to do what is necessary for an A or a 
B, or whether they are satisfied in ^oing the work for a C^or a D. 
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I retAm unsatisfactory work quickly with suggestions for change 
or modification. In this system where the individual is competing 
with himself and some standard of excellence developed jointly 
by her/idim and me, I find the number pf average or below 
perfonneK to be 'fewer than would be expected." 

I never have consciously used a grade as a punishment. I reserve 
the right, however, as a participant in academid freedom and as a 
responsible senior professional in the education field, to occasion^ 
ally use a grad^ as an encouragement — to give a grade higher than 
a student objectively deserves in order to encourage him or her to 
continue in tiie field. 

In short, virtually, everything I do in a classroom is intended to 
stimulate learning. In this regard, I am an avid, perhaps close to a 
fanatic, professional. (I regard guiding and encouraging ia the 
learning process essentially as a seduction* process, which is to be 
preferred to rape, [which is a better analogy for puch traditional 
education]. In my view, seduction is much more enjoyable, for 
all concerned parties; than rape.) I evaluate in a variety of ways; 
rctum tests, papers and projects prompfly, often with extensive 
written corfiments, criticisms and suggestions; I allow "second 
chances" to indicate learning, with' littie or no penalty; I use 
contracts to encourage each student to do her/his best • . • and 
when "one's besf ' is really encouraged, it is surprising' how many 
edge up "abovjs avemge." 

I 'try to create a warm atmosphere of comfortable teaming in the 
classroom. I encourage much more the notion that it is important 
to learn from one another than one of keeping what one knows 
inviolately personal. 

I do not give many "low** mdes, because at the end of a course, I 
typically find very few students who have not learned and cannot 
express it with excellence. I abd have very few who say or seem 
to feel, 'Well, I'm glad thaf s over ... I hope I never have to take 
another course . . . from him ... or in that area." 

However, it also is important to note that I have high standards, 
particularly in relation to participating o in the learning process. 
Some students truly earn C*s, D*s, and iF's, and when they do, 
they .receive them. But I work hard to see that no more get such 
grades than really desire suph, usually by vivid displays of lethargy 
and lassitude. 

One final ccitament relative' to the profession and discipline of 
health education. It is a discipline in which the essential skflls 
are cotiomunication and motivation, and its skillful practice can 
potentially help many other human beings to live more full s^nd 
functional lives. Communication wifh and motivation of a number 
of "segments" of^tHe total U^S. population is often accomplished 
best by "educators" who do not do well in traditional f ormsT of 
academic evaluation. In order to edi|cate these needed profes- 
sionals we must develop evaluation forms that relate more to what 
they wM actually do and less -to traditional forms. In this sense, 
we can encourage profes3ional excellence only by redefining aca- 
demic excellence . . . which may well include looking for the ways 
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in wUch learners are excellent rather than merely measuring how 
they are not by limited, traditional evaluation modes. 

In conclusion, I gmde conscientiously. "I find relatively few 
learners who do not learn with'some marked excellence, and I am 
less laxid less worried that I do not have ^'normal curves.'* 



Should I be... really? 

THE FONDAMENTAL EVALUAIION IN HE^ 
IS APPUCAIION. Can the learner apply what has been learned 
accurately and appropriately, in a variety of situations? Can she/he 
apply both content antf process appropriately? That is, does she/he 
know how to find information she/Tie has forgotten or never known, 
quickly and efSdently? And one^of the most hnportant forms of appli<^ 
cation is . . . how effectively can she/he conmiunicate health ideaJ- to 
others and motivate them to consider what might be a healthier way? 
fii other words, the ifltunate evaluation of health leammg for Sam and 
Sally is (a) how'^ealthy each is . . . how well each functions . . . 
throughout the many unpredictable situations of life and (b) how 
effective as a health educator each is with fanuly, fri^nds,^ and others 
in life situations. You live it . . . and you also ^ve it away. 
/ Health education is never goingjtp be perfect. It's another ^e we 
play in which we want to achieve more than is possiye. Evaluation 
makes it clearer what has 6een accomplished. And also what has not 
been accomplished. Each year there is even more to learn than the year 
before, with issues often looming more complex rather than sunpler. 
There also are more ways to leam. Ejcamplef Electronic mformation 
systems of the future will provide much up-to-date knowledge, but the 
citizen will have to be able to make the dam thm^ work. 

Technically for school health mstruction, evaluation is that portion 
of the curriculffin that indicates how well leamersi have achieved the 
stated objectives. But also, evaluation should tell us what else, has 
happened that may lead to new objectives, fresh learning approaches, 
revised content, and new and more vital resource materials. And (hen 
these, as aids to leammg, would be evaluated . . . and, a^, what else 
happened. And so it goes. . , 

SUMMARY. C 

• The two purposes of evaluation arefe^ \ 

(1) assess to what extent what was intended was accom- 
plished 

a 

(2) assess what else happened . . . what other things were 
learned 

• Health education is both content ^d process, and therefore how 
^ well students have learned how to leam also should be evaluated. 

ERIC ' 222 
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• ■ . ■ ^- ■ • 

• Evaluation bf classroom behavior is much simpler than of outside- 

♦ of-school person^ behavior. 

• At present th^rmain thrust of evaluation of school learning is on 
the basis of learners being individualistic and competitive. 

• Some forms of evaluation axe designed to be learning experiences ^ 
. in themselves; some are not. * ^ ^ * 

* • There are advantages and disadvantages to both objective and sub- 

jective styles of evaluation. • 

• The more different forms of evaluation employed, the less likely a 
teacljer is to have a normal curve of grades for a class. 

• One philosophy of evaluation assumes a certain number will do 
poorly and the form is designed to accurately .discover which stu- 
dents these are'; another assumes tl^t all should learn certain tUbigs 
and that teaching .for the test is legitimate. 
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"nfejboot presented under the,banner of the Joint Committee on 
Health Prdblems in Education of the National Education Association 

, and the American Medical Association, and is a(erefore mostly about 
health education in schools. However, an earlier chapter preswited the 
piemise that health leducation occurs in many different settings and 
tiiroughpiit thejp^rhdle oflife^ Healtii education does come fro^p le^mmg 
under a Icnowledgeabl^ professional tpacher, but it also comes out of 
uiteraction wifl) other people in Kfg situations, fromi self-dfrected learn- 
ing experiences, and from trying to teach otiier people. It runs flie range 
fironi veiy formal to very informal. It also runs the gamut from that of 
which the learner is very consdous to thaf^of v?hich he is virtually 
imconsdous. One ifaore' gamut, that from the very accurate to the very 

• inaccurate, silly, or downright dangerous. We have to allow for all sorts 
of consistent and inconsistent messages. v ' / 

THE FAMILY^ Let us be^ with the family, an arena for a total range 
of health education; - 

"Ralph, you've"been pushing yourself too hard , . . stay home today, 
rest in bed, eat the spedal things I fix for you, and yoUTl avoid' getting 
sick like you have before.** 

"Jenn^ maybe that medication is gooMor your physical ills, but it 
seems to b& ruining ydur disposition . . . you'd better go back to the 
doctor."/ 

Husband and wife, interacting closely, are almost certain to ofifer 
.each other diagnostic reactions and help&l information. As indicated 
.earlier, one of the purposes of school healfli education is to'help learners 
become better potential healtii educators, non-prpfessional -style. Hus 
capadty. is probably developed best wifli mtimate Mends, and the 
marriage relationship is one of the most Iflcely. When marriages are 
good, the healfli education between partners tends to be lovmgly given 
md. received and is a strengttiening factor. However, what one partner 
intends as a helpful healtii message ^may be interpreted as nagging by 
the other. As marriage relationships go sour, this tendency increases 
and may become a visible factor hi marriage break-up. In other words. 
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the nature of a health-related communication may reiflect the qualify of 
the relationship between the marriage partners. The words: 

Dan, I really think you're trying to do too much . . . you're not 
deeping well, you're irritable . . . you're just not functioning oor- 
^ mally . . . and Tm worried ... 

come out one way when the wife loves and is genuinely concerned about 
Dan . . . and another^way when her concern is thaf Dan might die and 
leave her to 'her -own resources ... or worse, that he might bec6me 
incapacitated and become ^ burden on her. ^ 

Put in terms of the broadened definition of health developed early 
in this tome, the relationship of a couple is determined by the mental, 
emotional and spiritual health of each, and this social dimension of 
health then greatty affects the quality of health education between them. 

PARENT-CHILD INTERCHANGES. Some pattern of communication 
has*bee^ established, then, by the time a child arrives to enlarge the 
&mily, both in size -and in range of years. One of the fundamental 
responsibilities of parents is health education of their child or children. 
Many early first communications, verbal and otherwise^ ha^ve a health 
component. Parents are concerned that a child grow and develop nor- 
mally. Much of this concern results in a lot of safety education. Modem 
life is full of hazards, and until a youngster can understand how to adapt 
to the devices, chemicals, nature phenomena (fire, water, air, earth), 
and other living. J^g^ inhabiting his ecosystem, parents must warn, 
watch and protect >win order that the babe might survive to understand. 

Yev^ safety education may contain more implications than intended. 
Our first two sons were about sixteen months apart in age. By thp time 
the second one was six months or so and crawling around, the older 
was still less than two and wanted to play r with his baby brother. We 
judged that there was some danger to Mike from being dragged around, 
etc., but also that excessive admonitions might create negative feelings 
in Bob. So we kept these to a mininium and banked on the toughness 
of the toy to survive being played wi&. 

A major challenge of parental health education is knowing when 
and how to change from commands ^and admonitions to more truly edu- 
cational experiences, wherein the youngster understands why certain 
, behaviors and non-behavio|s are considered more desirable than others. 
Another is knowing when to let a child learn from an experience, when 
to try to have her/him experience it vicariously and decide on ^ the 
basis of potentialities and probabilities. How long do parents say: 

Eat your vegetables! 

Put on your sweater! - 

Brush and floss your teeth! 

I don't want you associating with those kids! * . 
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Stop being so selfish! ^ ^ 

You are not allowed to smokel 
^ And V9jiQn, and under what circumstances do they begin to let their 
progeny assess the values and demerits of the behaviors for themselves? 
In many cases, of course, the youngster feels that this should happen 
' before the parents can comfortably go this route. ^ ' 

If parents persist in restricting the child sometime aft^r she/he feels 
a desire for independence, there may be some clashes, but tiie child 
also perceive this concern as an evidence of love and gain from it fe*- 
ings of security. Conversely, if parents give m too quickly to die child^ 
demands, this may be perceived a^lack of love and generate feelings of 
insecurity . . . they reoUy don't care ^out me. Yet, independence has 
to develop, and hence die game goes on, sometimes played with skill 
and sometimes wifli abominable ineptness. In contrast to many otiier 
games, of course, if this one is played well by aU involved, everyone wins. 

NON-Pi^NT ADULTS. **An mvolve^" Introduces anotiier element 
into family health education. Adults other than parents may be dosely 
enough associated with a youngster to be helpful in die education proc- 
ess. Grandparents, aunts, uncles, friends* of the family, or neighbors 
may, in Certain circumstaaces, give information, communicate attitudes 
and become mvolved in a child's growing and learnmg. Obviously, 
these associations can be of variable quality. 

One of die chronic reluctances about school healdi education stems 
from die fear that school is trymg jto usurp die prerogatives of die home ^ 
and family. ^One of the persistent arguments for healfli education in 
school, on the other hand,, is that certam youngsters g^t a set of pretty 
sad lessons at home and are entitled to some means to rebut diese 
potentially harmful leammgs. ' 

ISPECIAII.YHELPFl)L...SEXEDUCATO One of die times 
in which diese non-parental adults can be most helpful is m what could 
be generic^y called sex education, which deals widi developmg mto a 
sexual bemg and relating t6 odier sexual bemgs. Many parents can be 
adequate to excellent m telling dieir ofispring about reproduction ("See 
die litfle* kitty being bom . . .") while die Child is still a child. But, 
after the progeny pass puberty, die circumstances change. Now die 
sexual relations to discuss are between human bemgs rather than guppies 
and groundhogs. 

The relationships are complex . . . feelings are partly conscious and 
partly unconscious . . . different between parent and child of die same 
sex and of die opposite.sex. ... In short, there may be enough appre- 
hensiveness anii discomfort about what portions of questions and 
answers are dieory and what are practice to prevent die sexual education 
cpgi-nti from becoming a reality. The non-parental adult has consequent 
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opportunities to answer and ask questions of the youngsters, unencum- 
bered by the various conflicts of ^^arent, husband/wife. , 

SIBLINGS. Other potentially major health-related interchanges %i thin • 
the family are between and among si^ngs. The only child misses this 
opportunity . . . and, of course, having siblings is no guarantee that 
there will be any helpful relations. However, siblings have had certain 
common experiences as well as their own individual ones. Opjportu- 
nities for communication are many, and learning from these closest of 
relatives can be invaluable. Some years ago, while teaching "Marriage 
and iFamily," I received a paper from a student that was entitled "I Had 
Six Parents." The girl was bom when her youngest sibling was sixteen 
years old. So* the paper described ways in which her siblings, partic- 
ularly the sisters, had helped her grow up. She saw it all as a unique 
and wonderful experience . . . that she had been particularly fortunate. 

HJSALTI^ EDUCATION: H^ME AND/OR SCHOOL. Okay, let's 
say it again . . . some folks perceive 'the sch6ol and the hom6 as 
competing with each other in regard to some health issues. Totally 
abstinent parents may be afraid that tl^pir children are being taught that 
it's all right to drink in school. Many parents might worry that the issue 
^of abortion is being taught in school when they think it should not be. 

A cWropractor or a health food operator, as parents, might be 
upset with possible aspersions on their contribution to health . . . and 
tiiercfore on their self-worth as parents. 

On the other hand, society can justifiably feel that parents do not 
have unlimited^ right to miseducate their oiO&pring, since the latter will 
be relatively independent citizens of the society much 16nger than they 
will be dependent children. • 

In a mobile and multi-valued society, do the schools have a tcspon- 
sibility for broadeijing a youngster's perception of how life can be lived? 
How does this stand up against parents' rights to raise children as 
they believe? V 

To the extent that it is not clearly settled, health education will be 
in the school curriculum . . . but some of it will frequently be contro- 
versial. For many children and youth, the schopl health program should 
be seen as complementary iahd supplementary to that of the honie. For 
others, it is a new window through whi§h to view healthy functioning 
in different and positive ways. It is anyone's guess and value judgment 
what the relative proportions should be. 

RELIGION. For many people, religion is an agency of health educa- 
tion in some important areas. Religion implies a community of sim- 
ilarly believing folk meeting together, sharing values, and agreeing that 
Q it is important to bring up children in the right way. 
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Probably th^ i^opt positive health education is that of encouraging 
an individual to be Jfcss selfish and consider the welfare of others at 
!east equal to that pf Sjblf . ly, 

_^HEALTH AGENOOp: TYPES. Some variety of agencies withm any 
community have rq^bonsibilities that include health education. One 
way to sort these is: 

• tax-supported aj^e&cies (mainly public health departments) 

• non-tax supportbd (commercial, professional and voluntary agen- 
cies) . , ' 

Another classification woii|d b<p: ^ ^ 

• those concerned mostly with education tow9^jpriMry prevention ' 

• tiiose concerned Vtii education relating to tre^Sent, rehabilitation, 
and seconda):;^ arid tertiary prevention ^ 

How about one mofe?^ 

• those concemgtj^ with a general range of healtii-related issues 

• tiiosc concerned witii a very specific issue (cancer, multiple 
sclerosis, fafaiily planning, environmental preservation . , .) 

THREE EDUCATIONAL APPROACHES, to some instances, tiie 
education is carrie(f<>fi by trained health educators; in other cases, it is 
, done by otiier health personnel, like p^sicians, dentists, nurses, sani- 
tarians, program „^^ministfators, secretaries, clerks, aides. . , . The 
appj^oaches tend to »e of a sunilar range as that described for school 
classrooms. Consist ai^^ all-day conference on smoking, sponsored by 
the American Li^g i\ssociation, the American Heart Association, the 
Cancer Society, atia tip City Health Department. The first speaker makes 
a ve^y factual pi^&cEtation, composed of facts, figures, charts, graphs, 
and extrapolatiotis, ye speaker was selected from the Speaker's Bureau 
of tile Lung Assoiiia^^ It was supposed to be a middle-aged internist, 
but at the last ti^diub cancelled, and so it was done by a young 
assistant profess^ j^biblogy at tiie university. It could have been given 
by any of a dozjfn.^^^k^ and it would have been about the same. 
The second moniitid feature was a presentation by a well-known film 
actor, who, ha^^'ng Jeeovered from lung cancer, had a very dramatic 
story to tell. It %i jpersonal, gripping -and intended to make young 
people feel the fe^, ii^certainty, and helplessness of fliis result of smok- 
ing. In the aftemook a skillful health educator arranged flie audience 
into working group^ bf eight and really got them interacting over the 
motivatioils fof ind^i against smoking as a teenager. EacTi* group role- 
played some original situations, trying to become more c6nscious of 
and comfortable withk ways of keeping from smoking ... or at least of 
preventing the development of habitual smoking. The youths applied 
knowledge, acted out situations, reacted to one anotiier, and made some 



ERIC 



2W 



236 Health Education 



comnitments. The health educator simply had the plan organized and 
helped it to happen. - * " 

The three general approaches ta educaticm, then, are (1) authon- 
tative, factual telling, (2) charismatic, personal relating, and (3) active 
involvement of pepple in the learning process. 

AUTHORITATIVB TELLERS • • • WHY? Physicians, dentists, nurses, 
and allied healfli personnel tend to be auflioritative tellers when tliey 
act as educators. Possible reasons for this are several: 

•1 have tiie information tiiey need ... the sLpplest and easiest 
approach is to tell tiiem . *. I am tiie autiiority . . ; I know." 

"Education is only a small part of what I do . . . and Tm better 
trmned to do tiip otiier . . . Jo I want to get my educational responsibil- 
ities accomplished as quickly as possible." 

"Frankly, Fm not at all sure how to use some of tiiese educational 
techniques . . . basically lyhat Tve experienced m education is being 
told by an authority, so I tend to do the same." ^ * 

•T certainly learned all right from autiioritativa le<itures. It's a 
matter of concentration. K people really want to learn, tiiey can." 

SYMBOUC VALUE. This is not an attempt to put down otiier 
healtii professionals. All 6f tiiese reasons have merit, and for people 
who have some Jcnowledge of tiie medical tenmnology and a desire to 
learn, a physician's presentation can he quite educational. And it may 
be helpful m btiier ways, too. In Mirage of Health, Dubos describes tiie 
symbol of the phyacian in England just before tiie triumph of experi- 
mental science 'over clmical art as the gold-headed cane. Of it he says, 
... the skill symbolized by the gold-headed cane was not mere 
charlatanism. It grew in no small part from tiie physician'^ aware- 
ness—even tiiough ill defined and often subconscious— of tiie 
many factors which play a part in the causation and manifesta- 
tionscpf disease.* a 
We have had experimental sdence for 150 years, but, even in tiie minds 
of many patients today, the image of the physician witii the autiiority 
of tiie gold-headed cane is a comforting one. An antiiropological study 
of medical care and healdi education in a CMean clinic^ disclosed tiiat 
patients listened .attentively to the doctor's instruction*, appeared to; 
understand, bm ^dually had^litfle or no idea of what he had said. Part 
of tiie difficulty was vocabulary, but anotiier part was ^at they didn't 
consider it appropriate to unSerstand tiie doctor. It was an honor to 
be addressed by him, and one gloried in that, to understand what to 

1 Dubos, Rene^ Mirage of Health, pg. 123. By permisaon of Harper & Row. 
• 2 Simmons, Ozzie G., *The Clmical Team in' A Chilean Health Center,** 
Case 12 in Paul, Benjamin (Ed.), Health, Culture and' Community. New York: 
Russell Sage Foundation, 1955. pjp. 339-340. 
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do, one listened to and learned from the nurse. Undoubtedly, American 
patients are more advanced than Chilean peasants of 30 years ago, but 
I doubt that many patients have advanced very far from ftis respect for 
authority. Experimental science has not made medicme a cut-and-dried 

^ set of techniques; th^e is still some mystery; some live and some die. 

So the authoritatiyeTlecture may communicate a basis for confidence 

that may be as unportant as the statistics, the syndromes and the 
s^i^elae. - 

^ • ■ . ^ • 

mCLE ISSUE AGENCIES . . . DIFFICULT. The earUer categoriza- 
tions let you m on the fact that some agencies are concerned with a 

I smgle issue and can therefore concentrate thehr efiforts on fund-raising 
for monies to research, serve and educate about the particular issue. 
Examples of smgle issue health agencies are the American Heart Associ- 
ation, the American Cancer Society and the America Lung Association, 

^ all with regional, state and some local aflaiiates. It seems to be mcreas- 
ingly difficult, however, for these agencies- to concentrate. Tn?e Heart 
people \^t to reduce, even conquer heart disease, but this gets them 
into exercise, diet, strep mfections, smoking and heredity^ Heart and 
Cancer and Lung Associations thus jom together m opposmg smoking. 
The Cancer Society is mterested because it probably does pause cancers 
of the lung, pharynx, lip and other areas^f the body. The American 
Lung Association's interest stems from a concern for the reduction of 
emphysema and other respiratory diseases. The Heart Association is \ 
concerned because of the proven relationship between smoking and a 
variety of circulatory ailments; ' 

These three organizations £^e joined by 29 other organizations in 
the National Interagency Council on Smoking (NIC). Nevertheless^^ it 
must be noted that even with all this united effort behind a particular 
non-behavior (not smoking), m 1974 the downward trend m smoking 
has been reversed, n^ainly due to flie rapid mcrease^ m smoking by 

^ women. ^ 

HEALTH DEPARTMENTS . . . WID?^«4NGE. The fundkmental 
point js that^ despite desures to concentrate on particular health issues, 
,«^^%J^^"^SS will not cooperate and consistently have only a particul^ 
'iiMaci^.vHence, health departments have a more all-purpose orientation. 

They afe less troubled with overiapping conditions, but many have diffi- 
^ culty in determining which diseases or ill-health conditions are the most 
proper for public funds, public health departments traditionally have 
had just concerns for improving conditionsii that individual citizens, 
however conscientious, sjimply could not deal with adequately, such as 
sanitation and safetsr of foo^ milk and water. 

Almost parallel concerns have been for protecting t|ie community ' 
frwn disease, particularly through immunization programs. With this 
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'^rvice, they overlap into the domain of private medicine. Th|s is 
usually resolved by 'a recognition of the fact that both are concerricd 
with the health of the community. Although there may be public an(J 
private misunderstai|dings in some commuiikies, there is increasing 
cooperation between private a^community medicine. 

SELF-HELP GROUPS.^ An ^increasingly important educational force, 
in communities, particularly significant in really changing behavior, are 
various problem-oriented self-help groups. The original prototype seems 

' to have been Alcoholics Anonymous, started by two chronic drunks 
back in the 1930's who got together in desperation and promised to try 
to keejf each other sober. I^worked, and the movement began . . . and 
has spawned others in Imiore recent^ years. The characteristics of such 
groups are: ^ ^ 

^ • All members Tiave basically the same problem (drink too much, 
are too fat, gamble comt)ulsively, take drugs, are divorced). 

• Members hon^tly admit that they have the problem and accept 
the admissions and comradeship of others with the same problem. 

• Members help one another to overcome the problem, encouraging 
one another and rewarding one another's successes in developing 
a life-style without t^^problem. ^ 

Withrobesity being related casually Ho many fatal and debilitating 
.conditions and with American culture dedicated to over-eating and to 
underexercising, the addition of unwanted pounds ha^ become fairly 
endemic. Many groups, sueh as TOPS (Take Off Piunds Sensibly), 
^ have aided persons in healthful weight control. A recent and partic- 
. ularly successful group is Weight Watchers. Obese people meet together 
regularly, admit they need to and want to lose weight and keep it off, 
weigh before the group and receive applause for weight lost. They tell 
each other how they are able to stay on the diet prescribed. The educa- 
tioA is essentially personal. It appears to be the participative process 
that tends to produce the healthful results. 

THERAPY GROUPS. The last decadfe has seen the growth of a wide 
Grange of therapy, encounter and relating groups. The nfain value comes 
out of the process of members relating to one another, sharing ideas and 
concerns, and establishing genuine feelings of belonging. The presence 
and the high quality of professional leadership- is important. With poor 
quality^or nO|^grgfessional leadership, the presence of one or more reaUy 
sick people in a group can have serious consequences. The competent, 
skillfull leader actually abets the group process and, further, is there to 
deal with the unexpected efnergencie% that can arise out of the inter- 
actions. 
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TELEVISION . . . AND RADia "And now CBS present^' zL)ecial 

^documentary " ' • 

"Tonight's show centers on an athlete who is taking dop^ io mask 
symptoihs of illness in order to complete the basketball season'" 
^ • "Fast, fast, fast relief . . Doctors recommend- . . . Tests in a 
famous laboratory prove. .. ." . ' * 
^ Yes, offerings on television and, to some- extent, radio ^re part of 
community health education— posjtive and negative. Documentary and 
' news -programs can present factual information andM^et haye an eye\ 
catching, compelling quality to them as weU. DramaMc pro-ams and 
movies certainly deal with many kinds' of emotional cojtiflicts and 
4ecision-making situations and with virtually gll styles 1kn(| phases tof 
• marriage and family life. Medically-oriented programs deal-jvith simple ' 
tp very complex health problems, their treatment, cure, prevention. 
No one reaUy knows how much useful in&Vmation com^'trom tele- 
vision programs of aU types ... but there is undoubtedly aifgreat deal 
■of misinformation. » ■ 

Commercials give information on conditions anc( prig^ducts^. Vari- 
ous governmental agencies regulate commercials so; that no blatant 
untruths are presented. The main area of exaggeratibir >nd half-truth^, 
is ii^-relation to the relative^ value of two competing braft<Js,of essentially 
^ the same product— (toothpaste, aspirin, laxatives, vitamjps . • Part 
of successful adaptation ^ a modem American (which'must be accom- 
plished early in life) is to develop a high tolerance fdr commercials and 
. advertisements. Obviously the&g have some iiiauence, but ^irdent afflu- 
ent television watchers and radio listeners soon recogmie War they 
actually consider purchasing only a small portion of what is advertised 
and actually come hbme with a smaU part of this small portion. How- 
^ ever co^p^ing and unique a commercial may be, it is useful only for a 
short tiihe^ Part of th8 education of commercials, then, 6y their vety ' 
I*ofusion>, IS that "you don't tike most of them seriously." ^ 

OTBER MEDIA. Billboards, newspapers, magazmes^ ^veaways, leaf- 
lets, junk mail, mail catalogues, ^nd prgmotionsT^w a number of causes 
present health education in myriad forms and voices. A leaflet for -a 
missionary program may give information on malnutrition and attempts 
to counter it in Latin America. A h^th insurance flyer may give facts / 
on costs of hospitalization. A- newspaper carries an ^interview with a ^ 
woman who survived after. a plane crash in the mountains, presenting 
some provocative ideas about survival with one's own resources, ffiooks 
and journals obviously are part of the educational scene. AlTof these 
, compete for attention. Even an avid reader ' finds she/he can read le^s ^ 
^and less of what there is potentially to read. How to discriminate in 
this culture of impossible cultures is one of the learning processes that 
mpst be mastered. Why^ Because an unfortunate response of frustra- 
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tion over choices is to withdraw and read ahnost nothing ... a sad 
choice in today's world ... but, still an understandable one. 

HEALTH EDUCATION IN OTHER SEtllNGS. An individual 
educated in health education finds her/himself participating in many 
arenas. Som^ of these are school-community related, patient-related in 
hospitals and physicians*" oflfices, industry-related and government- 
related. 

A SUMMARY 

• Health education occurs first and continuously in one's immediate 
family — between marriage partners, parents and children, other 
adults and other children, and among siblings. . 

• Religion, for some people, has health education components. For 
these people, health education is related to religious beliefs. 

• Many health professionals, with important information, use author- 
itative telling as their main educational Jechnique. 

• Self-help and therapy groups often combine education about others 
and their perceptions of life inth education ab^^ self 

• The mass media, among other functions, allows for incidental edu- 
. cation about many health-related issues. 

• A professional health educator can function in many settings. 

• In the future, there should be less difference between the styles of 
health e'ducation most effective in the school and community. 

• If health education in schoofs can help prepare young people for 
the continuing process of learning that will continue in the commu- 
nity and that will carry over after schopltune, it will be accom- 
plishing a potentially worthy goal. 

• In the better school health education programs, students will be 
directed in learning experiences that offer them opportunity to 
learn some thmgs from the community . . . and in the process, 
the community learns some things from them. 

• School .. . . Community. They complement each other. Eac^ can 
accomplish its goals best through cooperation with the other. 
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There will be plenty, of Jiealtti education in flie futwe. fa one 
fonn or another, people will advise each other about ways to play life's 
games tiiat are better . . • more revyaiding . . . less punishing , . ; thmi 
otters. There undoubtedly will be some institutionalized health educa- 

- tion, too . . /m schools^ through commnnity agenda, in physicians* 
and dentists' ofiSce^ in hospital^, and in health mamtenance and delivery 
fedlities. There certautfy will be health education in some new, as yet 
unimagined, arenas of human interaction. Wherever and however it 
Occurs, healfli education predictably 

• accurate and uiaccmale ^ " ^ 

Part of this accuracy question vrill be due to inadequacies in the 
educator, part due to wrong perceptions or interpretations by learners, 
and part due to the fiact that autiidrities do not agree, so that to be 
a^urate accordmg to one will guarantee inaccuracy accordihg to 

- ^ther. The troublesome tfimg about inaccuraqr is that it can be com- 
municated to otiiers witii the same zea and persuasiveness as accuracy. 

Most messages in the future seem destined to be incomplete, 
because more and more wiU be known about every healfli issue. It is 
possible tiiat some new, knowledge will pull together many of today's 
fragments, produdng a simpler and more complete description of a 
total health area. This.is possible, but improbable, ^ven the various^ 
dimensions of health is^es. 

CONSEI^VATIVE ANDRADrc interpretations by tiie autiior). 

One uiterpretation of these ends of a continuum (rather tiian dichotomy) 
is that conservative means **domg flimgs the way Tve been doing them," 
find radical means "domg things in new and diflferent ways." Some 
healfli education will encourage doing sometiihig "like my mother did," 
•^like I learned in medical schodl," **thc way we all do it in tins com- 
mune." Otiier healtii education, by process as mudi as by content, will 
urge trying new approaches, rejcdmg flie tried and true almost as a 
matter of principle. . 

Anotiier interpretation of these terms has ^^conservative" meanmg ' 
"safe" . . . not taking chances, while radical encompasses tiie opposite 
. . . various forms of risk-taking beha\dor. As has been said before, 
tr^itional healfli education ^ically opts for safeQr and few chances. 

ERJC 0^14- ^ " ' 
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The future, however, vviU contab numerous opportunities to take a risk 
for some good reason. . v*/ 

AN ENTJSBESTING CASE IN POINT is a person^ choosing to have 
her/ himself frozen before death in "order to await a cure for some 
current malady. Let's say it is Genevieve A., a prototype of "a small 
number already cryonically resting, denevieye has a confirmed diag- 
nosis -of a form of cancer that typically will spread rapidly and soon be 
fatal. One .of her medicaU consultants predicts that an effective cure 
will be available for this in a few y§ars. If she were to be quickly 
frozen now, before the cancer has progressed toafar aild then returned 
to life after the cure, has been perfected and is available, she might 
have many more healthy years. It she is conservative and will not take 
the chance, she probably will die. If she takes the risk, there is probably 
no, way to know if it has been a healthy or Unhealthy choice until the 
attempt is made to fchim her to life. Jf ,she waits too long to make 
the choice, she reduces her chance^ of survival even if the freezing- 
thawing process is successful, ilf she decides too soon, and the process 
fails, it amounts tto some combination of murder and suicide. Okay, this 
seems far-oUt, but each new 'possibility for better health or longer life 
will have to be tried out with some pefsoq, then another and others. 
There was a first heart transplant ... and then more. There will be 
more firsts, all with automatic risks. But, "be safe and die" seem 

anachronistic, too. ^ 

« 

OTHER PREDICTIONS ABOUT HEALTH EDUCATION: GEN- 
ERAL EDUCATION. Health education could ^have an important, 
lasting place in the school curriculum if we, the culture, should come 
to sec^this as a significant new arena for general human Jinderstanding — 
comparable to present feelings about English literature, biolo^cal sci- 
^ce, history, Spanish. . . . Though each of these ha^ certain practicaT 
applications, they are in the curriculum as aspects of general education, 
not as means to solve certain problems. If students do not speak and 
read Spanish very well, or appreciate Spanish culture at the end t)f a 
class, the twin solutions are: improve teaching-learning oi: study for 
another year. The judgment if the students don't learn, to do away, 
with the course, does not seem appropriate for these general education 
courses. In the future, as the culture reforms its perceptions for learn* 
ing, healtii education may become one of those important general 
education courses. 

PROBLEM-SOLVING. Another basis for improvement would be the 
future view that the schools are a really important part of the problem- 
solving process for persons and safety. In this view, a major focus of 
the schools' curricula would be courses and experiences ^^hat deal with 
human, group and social problems. Health education would be big. 
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■ . dealing with problems as they begm to arise m community conscious- 
ness .. . like education about physical fitness hi the 1940's, sex educa- 
Uon (m some places) m the 1960's, drug education in tiie early 1970's 
... and, perhaps education about venereal disease and nutrition in 
the 1970's. 

^ "But wait." you undoubtedly are saying, "surely health education 
wm be seen as a part of the solution when a problem is fairly fuU 
blown.^ That certamly is logical, and it is a possibiUty as we move 
trough the next decades. However, th'e danger is that the schools wiU 
have to keep balancmg then- eclectic responsibihties about as they do 
now Hedth education is not as important a part of general education 
as It should be for primary prevention. Health education is screamed 
for when there is a perceived problem an^ then neglected when the 
problem dmunishes m relation to new, more seenungly critical ones. 

COaCMUNITY IPRIORITY? Health education m the immunity, 
flurough various non-school agencies, could become more unportant, 
but Its unpact on youth would depend on the community's relative 
concern for the young . . . m conqjetition with other age groups. There 
are relatively fewer chUdren and youth each year, and relatively more 
of the elderly. The priorities thus could shift m the direction of: 

PRIORITIES 

Middle-aged. This segment is mcreasmg in proportion ... is the 
mam producing, earning, and taxpaymg group ... is beconung 
more motivated toward healthful livmg . . . expensive treatments 
can be prevented or postponed if health edacation takes. 
Elderly. Thi§ segment is mcreasing . . . il the most consciou^^^ 
health and the most motivated to avoid ill-health . . . mcreasmgly 
demandmg of education programs . . . have time to participate. 
Children and Youth. This segment is decreasmg ... is the healthi- 
• est, the least conscious of health, the least mterested m health 
education . . . should be a higher priority, but the other priorities 
seem more insistent. 

Health education m conjunction with actual medical care faciH- 
ties— hospitals, cUnics, health maintenance organizations— seems to be 
developmg. It seems mcreasingly wasteful not to take advaptage of both 
the motivations toward better health and the time patients have (waitmg 
for treatment or as in-patients) and ofifer such folk some educational 
expenences. The major brehkthtough would te the mclusion of pay- 
ment for education (as part of preventive care) as a benefit under health 
msurance. Organization could take many forms, but the psychological 
counseling model— some mdividual, some famfly, some m groups of 
varymg sizes— proBably would be a sound take-off point. 

erIc . ^'^^^ 
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FUTURE I AND IL Iq considering the future, let us turn now to a 
mor^ basic choice of direction for the culture. Perhaps there are more 
than two directions, but as I have ruminated on future possibilities in a 
naturalistic frame of reference I find it most productive to think of 
two basic orientations. (Considering the super^atu^d provides several 
other directions, which will be eschewed here.) 

• Future I involves the lo^cal contmuation of the ideal American 
life-style, which t&kes us farther away from the majority of other 
human h^b^^babiting the earth at this time. 

• Future n^uiWves consciously trying to move closer to the rest of 

• mankind ... to reduce the distance and keep it as small as possible. 
In Future I, we would continue, e^n expandj our aspirations for 

better and longpr lives for everyone. Toiachieve more longevity, we 
would , expend more effQrt and^Wids on^^cmes and non-beh|ivioral 
preventions* of heart and circulatory system diseases and vario^ forms 
creancer. Fashioning a better life woidd entail more use of non-m\iscle 
power, most of it produced from fossil fuels for the foreseeable future 
(but, eventually, some more abundant and cheaper iuel). This would 
mean more air conditioning and central heating, more cars, planes, 
trucks, and raiboads . . . more automation, meaning more leisure and 
leS3 work for U.S. citizens. Controls on pollution and recycling would 
bo present and functional, but would require even more fuel- and non- 
muscle energy. Though population control would be generally accepted, 
the population would continue to expand, due to longer life and immi- 
gration, rather than births. The average age of the population would 
rise steadily, the influence of youth would diminish, ^d conservative 
attitudes would tend to prevaiL Because of a larger population, there 
would be pressures for more control of individual deviance and more 
homogeneity. All of this, of course, would be for our own good, for 
our happiness. 

Part of the responsibility^ of being a human beiag is to foresee 
possible side effects of progress, judge how likely they are ^to be, and 
make .those hartl choices that involve. Is it worth the risk? Sometimes 
staying healthy involves taking risks. 

Finally, the gap between the UJS. and most of the rest of human- 
kind would grow hurger, and the response from at least some of these 
would be as to the selfish rich kid. 

In Future I|, the majot emphasis would be on coming closer to, 
or at lekst not going too far beyond, the rest of humankind. Thi^ would 
involve reduced use of resources and therefore lessened pollution and 
waste. In general, the ethic would be that humankind wins, ultiifiately, 
only when it suffers its share of losses. Bkth control would be improved 

' . ; 

♦ PrevcDtions that would not entail changing present harmful styles of living. 
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in order to eliminate, insofar as possible, unwaAted children. No other 
restrictions on having children would be instituted; mstead a more 
natural, ecologicm^view of death would be encouraged, with no special 
procedures for prolonging life after age 65 or 70. Those that survived 
to old age would d6< so basically with their own resources instead of 
costly medical-technolo^cal ones. Average age of the population would 
be somewhere iji the 30^35 range. ^ 

The American diet would shift toward less meat and more grams 
and vegetables. Priorities for uses of non-muscle power would be set 
firom the top down and bottom up. Top priority would be tly. preserva- 
tion of food, and low would be large advertising displays and the 
manufacture of luxury or novelty items. We would have less central 
heat and central air conditioning and therefois a bit more seasonal 
discomfort. Electrical power might even be allotted to geographic areas, 
an indirect^way to affect the redistribution of population. The culture 
would value the re-use of contamers and the recycling of glass, metal, 
garbage, paper, etc. Nothing would be seen as a waste, but only as a 
potential resource. Transportation would have as its dominant values^ 
less power and speed, less pollution and more eflBciency. Two and four 
cylinder vehicles, checked for eflSciency twice yearly would b©sCormative. 
Transportation m central- cities (down to cities 25,000-30,000) would 
be limited to walking, bicyclmg, public transportation and electric car. 
Airlinjp schedules would disappoint some, but would insure maximally 
full planes to justify the tremendous gulping of fuel. A lessened manu- 
facturing of products would mean more services and, gradually, more 
muscle power. 

The size of population is absolutely crucial in Future I, because a 
growing population attempting to universally implement and unprove 
the American standard of living would consume non-renewable resources 
in devastating ways. In Future U population is not as critical as the 
general effect of the dominant life-style on the environment. K the 
population is relatively stable, a good balance is easier to achieve; if it 
is not stable, there is still more life ahead. If we develop new, practical, 
non-harmfuUy polluting sources of energy (solar, wind, ocean currents, 
fusion, fission. . . .), then we in Future n might more justifiably move 
back toward Future I. Yet, if we had become hboked on sharing with 
the rest of humankind, we might not want to. , ^ 

HUXLEY AS FUTURIST. For those readers who are Huxley buffs, 
the precedmg may seem to have some relationship to two novels by him, 
Braue New World^ aad Island.^ Brave New World, chronicUng life in 

"1 Huxley, Aldous, Brave New Wotld. New York: Haiper & Row, Bantam 
Bddks, 1932, 1966. 177 pp. 

2 Huxley, Aldous, Island. New York: Harper & Row, Bantam Books, 1962. ' 
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the S^ociety of Our Ford, is the obvious triumph of a naturalistic- 
scientific-technologic^ way of. life designed to make and keep people 
happy and satisfied. In the emotional climax, the protagonist is pushed 
to self-destruction because he questions some of the established values 
of the ctllture. One* obvious point of difference between this and 
Future I is that in Brave New World each citizen was taught eariy in 
life to accept, as a fair exchange, a life of full, undiseased vigor for a 
certain death somewhere ia the sixth decade of life. In contrast, and in 
more contiguity with Futuife H, Huxley's last novel. Island, told of a 
culture developed scientifically, but in harmony .with the environment 
and the rest of life. Muscle power was valued, because scientific find- 
ings showed physical work was necessary to well-being. The culture 
addpted to individual desires and the development of individuals — it 
had freedom — ^but it did so by limiting births and letting deaths occur 
naturally^ 

One major generalization from both of these Futures and novels 
is that freedom to be different, individually and in life-style, is directly 
dependent on a non-expanding population. If population continues to 
increase, under either Future, there would appear to be more regulation 
and less tolerance for deviating from the societal norm. Obviously, if 
one agrees with the norm, there'is no hassle. If one does not, life will 
not appear to be good as it might. 

If the two novels do have some similarity to the two Futures, they 
suggest different directions for the advance of civilization. One civiliza- 
tion is ba§ed on more and better technology; the other is based on more 
aware social and personal relationships: Perhaps there is some perfect 
synthesis in between, and the anthropological evidence certainly aflBrms 
that the advance of civilization has no necessary relation to more tech- 
nology or even longer life. 

TOLERANCE FOR DIFFERENCE. Less tolerance for deviating from 
the societal norm — did you just read this phrase as descriptive of our 
probable future? Just to becloud the prognosis, .it could be argued, from 
using the present as a starting poiAt, that the future will be marked by 
more acceptance as normal of people whose behavior or life-style was 
once clearly called deviapt from the societal norms. As a wider range 
of anything emerges, styles of clothing, sexual practices, language forms, 
religious, intimate relationships — the original norm — tend to become less 
' compelling. For this to remain as a condition of the future, there would 
need to develop a genuine tolerance for differences that has yet to be 
seen in any culture. The alternative could be a fractionated culture 
where differences are evident but where people with them relate to each 
other as little as possible. In an earlier discussion of behavior modifica- 
tion it was noted that the opposite of rewarding was seen^ to be ignoring 
rather than punishing. Perhaps the societal analogue is that if certain 
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groups cannot really punish others for not doing what is right, they can 
jolly -well ignore them. More freedom is purchased at this price: less 
relating, less cohesiveness and more diversity. 

• HEALTHY? This could be a healthy society with opportunities for 

• everyone to do her/his own thuig. An earlier chapter dealt with ecological' 
perspective; this suggests that those who are good personal and social 
adapters naturaUy prefer this kind of society and thrive on it. Those 
who do not adapt so weU are uncomfortable in it and balance between 
(1) surviving with some supportive counselling, (2) organizing and 
trying to bring society back where it should be, and (3) slumping into 
apathetic existence. . 

FUTURE SHOCK. Part of the above concept obviously relates to 
To%r's notion of Future Shock.^ This most menacing malady is a 
catchy name for a total pereonality's inability, finaUy, to deal with a 
present that is too unlike the future she/he had envisioned. The con- 
dition has a range of symptoms, from hyperaggressiveness to self- 
destructive apathy, but two characteristic ones are anxiety and inde- 
cisiveness. A somewhat extreme example I developed for a recenr class: 

Oscar has just lost his job, with the university because tenure has 
been repealed. He also just has discovered that his 70-year-old 
mother smokes grass, that his wife has signed up to have her body 
frozen shortly before death, that his daughter is studying to be an 
acupuncturist, and that his son is a homosexual, ^nouncing his 
coming? marriage to his boyfriend. J 

One by one, Oscar might have been able to deal with these changes in 
the social security that he had come to depend on. He might have been 
able to deal with a blow to the. stereotype about mothers' behaviors and 
what ages do what . . . with challenges to his assumptions about death, 
about a proper occupation for his daughter and about legitimate medical 
care ... and with an affront to his values and perceptions about right 
•sexual relations and proper marriage. All together they shock him into 
a state of dysfunction. 

WmER ACCEPTANCE OF HEALTH CARE PRACTICES? Pre- 
dictably, too, with this more accepting"^ future, the counselling help that 
Oscar might seek would be less regulated and predictable. Osteopaths 
generaUy have been accepted as legitimate medical practitioners in an 
almost unlimited way. Some insurance policies now pay for chiro- 
practic treatment regardless of its scientifically unproven status accord- 
ing to the value, "If it's what the patient wants. ..." Nurse practitioners 
now assume responsibilities for actions and decisions that would have 
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been anathema 20 years ago. b ther^ any reason to believe change 
stops now? What, ultimately, will physicians* assistants do? It was 
suggested earlier that health educators might be pSrid as legitimate parts 
of the health care system. This paragraph began with the prophecy 
^at counselors would be more diverse, and this probably will constitute 
(he largest need and command the least agreement as to what constitutes 
competence. With tiiese conditions, heami care is unlikely to be clearly 
better. It will be more woirisome for those concerned with hi^, 
clearly enforced standards ... and perhaps seem worse. It predictably 
will be different. 

A CONSERVATIVE FUTURj:. But is it the only possible future? 
Certainly not. Unlikely as it sQems at the moment, tiie culture, in an 
effort to save itself from feared destruction, mi^t beg^n to muster 
majorities (hat would set certain standards and not tolerate deviations. 
A cyclic view ofJMstory is not necessary, but merely the possibility that 
the present direction toward extreme tolerance could kindle an opposi- 
tion tiiat would , rise in a crisis. And we would then exchange some 
freedom for order and security. 

"summary. Healtii is the quality of life being lived. It is a means 
to the end of fullest total functioning of the whole person. We could 
be physically healthier if we Were not allowed to live as dangerously as 
we do. We could be mentally healthier (perhaps) if we became less 
j)ersonaUy competitive. We could be socially healthier if we were forced 
to a more equitable distribution of wha^society produces. This leaves 
us with the haunting prime value question: 

For fuHest functioning "in all the dimensions of well-being— physi- 
cal, mental, emotional, social and spiritual— how much of the 
ingredient freedom is necessary? 
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